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FOREWORD 


The QuarterLty Review OF SURGERY, OBSTETRICS AND GYNECOLOGY provides a 
systematic plan, organized for the purpose of making available a concise and 
authoritative presentation of the current progress, trends, and attitudes in all 
branches of surgery and the surgical specialties. Compiled from every dependable 
source, this plan covers all state, national, and special journals as well as the bul- 
letins, reports, etc., of the clinics and hospitals. Presented briefly but without 
sacrificing essential detail, these highly significant data are further enhanced by 
comments of the members of the Editorial Board, based upon the summarizing of 
their own clinical experiences as well as those of other recognized authorities. All 
data of the Surgery Section of the journal are classified and published under the 
following headings: 


1. Anesthesia and Analgesia 10. Abdominal Surgery 10—H. Pancreas 


2. Preoperative and Post- 10—A. Abdominal Wall 10—I. Spleen 
operative Therapy 10—B. Hernia 11. Proctology 
3. Tumors 10—C. Peritoneum 12. Genitourinary Surgery 
1. Neurosurgery 10—D. Stomach and 13. Gynecologic Surgery 
; 5. Head and Neck Duodenum 14. Vascular Surgery 
6. Plastic Surgery 10—E. Intestines 15. Orthopedic Surgery 
7. Thyroid and Parathyroid 10—F. Appendix 16. Traumatic Surgery 
8. Thoracic Surgery 10 —G. Liver and Biliary 17. Miscellaneous 


. Breast 


Tract . Book Reviews 


It is believed that the above outline will assist the reader quickly to locate 
articles of current interest and will prove most helpful in making readily available 
the references necessary in the compilation of bibliographies on surgical subjects. 
Under each classification, immediately following the abstracts, there are published 
references to current articles not abstracted. Classification for Obsletrics and 
Gynecoloqy is as follows: 


OBSTETRICS GYNECOLOGY 


Normal Pregnancy Including Diagnostic Tests The Menstrual Cycle 

Pathologic Pregnancy The Vulva and Vagina 

Ectopic Pregnancy, Hydatid Mole, The Uterus Including Cancer 
Chorionepithelioma of the Uterus 

Normal Labor Including Anesthesia 


The Adnexa (Physiology and Pathology 
and Analgesia 


Operative Gynecology 
Pathologic Labor Including Sterility and Fertility 

Operative Obstetrics 
Pathology of Newborn 
The Puerperium 


Female Urology 


MISCELLANEOUS BOOK REVIEWS 
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Tumors 


87. Treatment of WKeloids with Hyaluronidase 


Thyroid and Parathyroid 
88. Carcinoma of the Thyroid 


Thoracte Surgery 

89. Diagnosis, Determination of Operability and Differential Diagnosis in Bronchogenic 
Carcinoma 

90. Intracardiae Surgery on the Bloodless Heart with Artificial Hihernetion 

91. Revascularization of the Myocardium by Cardiopericardiopexy .... . 

92. = adical Operations for Carcinoma of the Esophagus and Cardiac End -" thes Stomac ach 

93. Septal Defects 


Breast 


91. The Influence of Various Factors on Metastases in Carcinoma of the Breast 


95. Recurrent Cancer of the Breast; Analysis of Frequency, Distribution, and Mortality 
at the University of California Hospital 1918 to 1947 Inclusive 


thdominal Surgery 


Slomach and Duodenum 


96. Penetrating Peptic Ulcer with Massive eran as an Indication for Emergency 


97. The Effect of Subtotal Gastrectomy Upon External Pancreatic Secretion in Dogs. 
98. The Curability of Stomach Cancer 
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Intestines 
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SPECIAL REPORT 


NOTATIONS FROM THE 34TH ANNUAL MEETING OF THE 
AMERICAN ASSOCIATION FOR THORACIC SURGERY* 


MONTREAL, CANADA, MAY 3, 4, AND §, 1954 


Edmund A. Kanar, M.D.+ 


The first paper on the program on May 3, 1954, was given by Dr. William R. 
Waddell (co-authors R. C. Sniffen and L. W. Whytehead ) of Boston, Massachusetts. 
Based on experimental data, the authors believe the development of a chronic form 
of interstitial pneumonitis, characterized by unusual deposits of cholesterol in the 
lung, is not related to any specific infectious agent but rather to the changes in 
local physiochemical conditions (inflammation and lipemia with hypercholesterol- 
emia, etc.). Doctor Waddell distinguished the cholesterol type of interstitial 
pneumonitis from aspiration lipid pneumonia on the basis of lipid droplet size and 
etiology. 


The second paper, entitled “‘Absence and Hypoplasia of a Pulmonary Artery 
Unassociated with Congenital Heart Disease,"’ was presented by Dr. Herbert C. 
Maier of New York City. Doctor Maier stressed the value of angiocardiography in 
the detection and diagnosis of this condition. Suspicion of this lesion should be 
aroused by a patient showing mediastinal shift in the absence of atelectasis, symp- 
toms suggesting bronchiectasis but without evidence of such disease, enlargement of 
one lung and associated pulmonary artery, with possibly some change in the dia- 
phragmatic level on the contralateral side. The treatment of choice in the presence 
of pulmonary artery hypoplasia associated with anomalous systemic arteries, is 
ligation of the latter vascular channels. Pneumonectomy was not recommended 
because of the poor functional results. 


Two cases of “Surgical Reconstruction of the Superior Vena Cava"’ were reported 
by Dr. J. Gordon Scannell of Boston (co-author Dr. R. S. Shaw). There was a 


* From the Department of Surgery, University of Washington School of Medicine, Seattle, Washington. 
t+ Instructor in Surgery, University of Washington; Fellow, American Cancer Society. (At present: 
Assistant Chief, Surgical Service, Veterans Administration Hospital, Seattle 
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satisfactory clinical result in one patient, in whom a free vein graft had been used 
to bridge the obstruction. The second patient had a patent vein graft at post- 
mortem examination one week after operation. In the discussion, Dr. Paul Samson 
suggested using the azygos vein as a ‘‘swing-up"’ graft rather than as a free vein 
graft. He also expressed preference for a posterior approach rather than an anterior 
mediastinotomy. Doctor Hanlon reported the use of a preserved arterial homograft 
to bridge the obstruction as a palliative measure when malignancy produced 
obstruction of the superior vena cava with severe symptoms. Doctor Ralph Deterling 
commented on the successful use of arterial homografts to restore superior vena caval 
inflow in experimental animals. Doctor Gerbode, like Dr. Samson, favored the 
use of shunting procedures, which he had found to be patent as long as five years 
after operation. 


The methods of treating blastomycosis were reviewed in a paper by Drs. Page W. 
Acree, Paul T. DeCamp, and Alton Ochsner, with special emphasis on the use of 
2-hydroxystilbamidine as an adjunct to surgical treatment. In general, the authors 
believed blastomycosis to be a generalized systemic disease similar in many ways to 
tuberculosis. However, stilbamidine was found to be superior to the antituberculosis 
drugs for controlling the disease so that surgery could be used if necessary. In dis- 
cussion Dr. Theron O. Clagett pointed out the tendency toward spontaneous healing 
in some cases. In 36 cases of cutaneous blastomycosis, Dr. Clagett reported 10 
patients with ‘‘spontaneous’’ healing — potassium iodide being used in the treat- 
ment of these cases. Doctor W. C. Sealy warned the audience about the delayed 
development (as long as 3 to 6 months after cessation of therapy) of neuropathy 
following use of stilbamidine. This complication is especially apt to occur with 
ultraviolet irradiation after stilbamidine therapy. Doctor Acree stated that the use 
of 2-hydroxystilbamidine appeared to be encouraging, but must be viewed with 
reserve at the present time. He also stressed the difficulties of establishing a definite 
diagnosis of blastomycosis. 


‘The Conservative and Surgical Management of Benign Strictures of the Esopha- 
gus,’ prepared by Drs. H. Holinger, K. C. Johnston, Willis Potts, and F. daCunha, 
was presented by Dr. Holinger and Dr. Potts. The authors advocated the use of 
bougie dilatation as the safest and most effective measure in the treatment of benign 
esophageal strictures. The surgical treatment of a benign esophageal stricture is 
reserved until endoscopic dilatation becomes ineffective. The most rapidly increasing 
esophageal strictures seen by the authors are the postsurgical strictures. In 96 such 
cases, bougie dilatation was used with some success. When effective relief was not 
obtained by conservative measures the jejunal transplantation method described by 
Robertson was used with good results. 

The ideas presented in this paper aroused considerable discussion. Doctor McLean 
reported 12 patients with apparent peptic esophageal lesions who had strictures 
that failed to respond to dilatation. Subtotal gastric resection improved the patients’ 
condition during follow-up periods of from 6 months to 15 years. Doctor Benedict 
emphasized the necessity of resecting well above an area of esophagitis to avoid 
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postsurgical stricture. Doctor William Rienhoff warned that leaving the stomach 
as a blind, functionless pouch following esophagojejunal anastomosis would result 
in the formation of gastric ulcers. Apparently in response to this admonition, Dr. 
Mark Ravitch stated he had done several esophagojejunal anastomoses with gastro- 
jejunostomy, but did not believe the latter anastomosis essential. He felt it might 
even be detrimental on the basis of marginal peptic ulceration. Doctor R. Robertson 
commented on the high incidence of the ‘‘dumping syndrome’’ following esophago- 
jejunal anastomosis, which he found to be relieved after a secondary gastrojejunos- 
tomy. Doctor Holinger stated his belief that the use of simple resection for benign 
esophageal strictures followed by esophagogastric anastomosis was obsolete, and 
urged more diligent use of conservative treatment or, if necessary, the use of a jejunal 
segment to replace the resected esophagus. 


Doctor D. H. Watkins of Denver, Colorado, described a new method for producing 
a valve-like mechanism at the esophagogastric-anastomosis after proximal partial 
gastrectomy. Doctors A. Prevedel and F. R. Harper participated in preparing the 
experimental and clinical studies in the use of this valve-like anastomosis. Up to 
the time of the report the new technic had been used on 2 patients, with good results 
on x-ray examination and clinical observation, although the follow-up period was 
admittedly short. 


The afternoon scientific session of the first day was opened by Dr. C. M. Pomerat 
of Galveston, Texas, commenting on the management of tissue culture methods 


with recordings making use of phase contrast, time lapse cinematography) as they 
may apply to research in chest pathology. A series of cinematographic studies of 
the adult human nasal mucosa illustrated what may be learned from an analysis of 
the behavior of pulmonary epithelium é vitro. In borderline malignancies, the use 
of tissue cultures may assist in establishing a clear diagnosis. 


“The Results of Treatment in Carcinoma of the Lung”’ at the Lahey Clinic were 
reviewed by Drs. H. B. Kirtland, M. I. Smedal, J. G. Trump, and David P. Boyd, 
with the latter presenting the findings at the meeting. Although the authors were 
unwilling to make a definitive statement regarding tobacco smoking in the etiology 
of lung carcinoma, 82 per cent of the lung cancers occurred in tobacco smokers. The 
symptoms of cough, chest pain, and weight loss were found in 50 per cent of the 
403 cases of proved carcinoma of the lung. While x-ray examination was found to 
be positive in 90 per cent of their patients, cytologic studies were positive in half 
the patients examined, with one false positive present. In the order of frequency 
the types of carcinoma encountered were epidermoid, undifferentiated, and adeno- 
carcinoma. Treatment of these patients was dividcd into three categories: medical, 
supervoltage x-ray, and surgical. Medically treaced patients survived an average of 
7.9 months. One patient lived five years after x-ray therapy. The surgically treated 
patients who survived the procedure lived an average of 27.9 months. Thirty per 
cent of the resected cases had radical lobectomy with a mortality rate of 8.4 per cent 
and an average survival period of 21 months. In the patients treated by pneumonec- 
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tomy the mortality rate was 7.6 per cent. In the total series, 9.5 per cent of the 
patients lived five years or more; in the patients treated by surgical measures the 
five-year survival rate was 37.8 per cent. The total hospital mortality rate was 7.6 
per cent. Although the authors did not recommend high voltage x-ray for the 
treatment of lung carcinoma they advised its use in selected cases as a means of 
making the lesions amenable to surgery. 

The discussion that followed the presentation of this paper cast additional light 
upon the problems of lung cancer. Doctor John H. Gibbon, Jr., presented the results 
of surgical treatment in 635 cases of lung cancer accumulated over a period of seven 
years. The five year survival rate was 22 per cent in patients treated by radical 
surgery. In the absence of lymph node metastases this “‘cure’’ rate increased to 
40 per cent. In agreement with the authors, Dr. Overholt, also, believed that high 
voltage x-ray irradiation did not offer the lung cancer patient any significant long 
term benefit. Doctor Overholt found 71 per cent of lung carcinoma patients were 
explored; 31 per cent of the explored patients had a palliative type of resection and 
15 per cent had a curative type of resection. In his experience with 286 patients 
with lung carcinoma Dr. John Jones of Los Angeles operated upon 41.6 per cent of 
the cases and found a palliative or curative resection possible in 21 per cent. The 
five year survival rate of all the patients was 5.9 per cent, and the operative mor- 
tality was 4.9 per cent. Doctor Alton Ochsner was more positive regarding the 
role of tobacco smoking in the etiology and increasing frequency of bronchogenic 
neoplasms. He also pointed out that the average lag period between the onset of 
symptoms due to lung cancer and the establishment of the diagnosis is six months in 
private cases and three months in charity cases. Doctor Ochsner’s experience was 
a 7 per cent five year survival in patients with palliative pulmonary resections and 
34 per cent five year survival in the curative resection group. The total mortality 
for all resected cases was 19 per cent. Doctor Joseph Gordon of New Mexico called 
attention to the interesting fact that tobacco smoking is almost nonexistent among 
the Navajo Indians, and no lung cancer has been found among these Indians during 
the past 12 years. Doctor A. H. Aufses briefly reviewed the experience with 959 
cases of lung cancer at Mc. Sinai Hospital over a period of 14 years. Resectable 
lesions were found in 44 per cent of the patients. The five year survival rate in 
cases with nodal metastases was 6 per cent; without nodal metastases it was 30 
per cent. 


“A Clinical Survey of Adenomas of the Trachea and Bronchus in a General Hos- 
pital’’ was presented by Dr. Lamar Soutter of Boston. Fifty-nine patients had the 
diagnosis of bronchial or tracheal adenoma established by tissue examination. 
Three of these lesions were found at autopsy, 10 were discovered through histo- 
pathologic examination but untreated, and the remainder of the lesions were re- 
sected by one means or another. The average survival in the untreated cases was 
4.1 years. In the resected group, 81 per cent of the patients lived five years or more. 
Although the malignant potential of the adenoma is generally acknowledged, on 
the basis®of his study Dr. Soutter believed the course of the disease to be usually 
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benign. At present the treatment of choice was resection, although pneumonectomy 
was seldom indicated. 

In the discussion, Dr. Jackson of Philadelphia stated that 5 per cent of over 900 
bronchial tumors he and his associates had studied were carcinoid adenomata. He 
advocated endoscopic resection of pedunculated lesions, although approximately 
50 per cent of the bronchial adenomata required more extensive resection. Doctor 
Richard Overholt advised treating most of these lesions by the more extensive 
resective procedures. Doctor Goldman of San Francisco emphasized the malignant 
potential of bronchial carcinoid lesions. 


Doctors Saul Mackler and Roland Mayer advocated the “‘ Palliation of Esophageal 
Obstruction Due to Carcinoma with a Permanent Intra-Luminal Tube."’ The use 
of the funnel shaped plastic tube was indicated since, (1) only about one-third of 
the esophageal cancers were resectable, (2) the rate of unresectability increased with 
the anatomic height of the lesion, (3) expectation of a cure in a high lying lesion 
was infrequent, (4) shortcircuiting procedures in high lesions were often not feasible, 
(5) palliative gastrostomy or jejunostomy did not eliminate the distressing salivary 
overflow, and (6) the mortality rate for palliative resection of high esophageal 
carcinoma with obstruction was high. The method described by the authors con- 
sisted of locally intubating the esophagus at the site of neoplastic constriction with 
a specially designed tube inserted through an incision in the normal esophageal 
wall above the lesion. A motion picture was presented to demonstrate the surgical 
technic. The average survival time with the tubular prosthesis was 3.5 months, 
while without such intubation the average survival time was 2.2 months. The 
authors emphasized the relief given to patients by intubation. 

During the discussion others recounted satisfactory palliation by means of intuba- 
tion, either by endoscopy or during exploratory thoracotomy. Some also used 
x-ray therapy in addition to intubation or bougie dilatation. Doctor William Adams 
of Chicago took the opportunity to plead for a more concerted effort toward devising 
a curative procedure rather than retreating from the challenge of the high esophageal 
lesion with a palliative gesture. 


The next presentation was "' Studies on Cardiac Arrest: The Relationship of Hyper- 
capnia to Ventricular Fibrillation,’’ by Dr. W. C. Sealy. Doctors W. Glenn Young 
and J. S. Harris collaborated in this work. In the experimental animal, prolonged 
hypercapnia appeared to be well tolerated. However, in the immediate posthyper- 
capneic period EKG changes and frequent ventricular fibrillation took place. EKG 
changes were similar to those found with hyperkalemia. Although the blood 
potassium level increased during hypercapnia, no EKG abnormalities developed. 
In the posthypercapneic period there was further elevation of blood potassium with 
resultant EKG abnormalities, even though the arterial blood pH approached normal. 
The influence of the posthypercapneic hyperkalemia on cardiac activity could be 
overcome by intravenous infusion of hypertonic glucose-saline solution. From their 
experimental studies and the case records of 34 patients who died from cardiac 
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arrest, the authors believe hypercapnia to be one of the important factors in cardiac 
arrest. 

During the discussion Drs. Jensen, Gibbon, Ralph Adams, and Gerbode were in 
agreement with the authors regarding the necessity of proper ventilation under 
anesthesia. Doctor Gerbode advised the use of 100-150 mg. of pronesty! for ven- 
tricular fibrillation that is resistant to repeated electric shock therapy. Doctor 
Swan of Denver, who has found that potassium is eliminated from the myocardium 
during fibrillation, has used potassium and or electroshock therapy for ventricular 
fibrillation. 


Doctor W. G. Bigelow presented *‘ The Physiology of Hypothermia and Its Appli- 
cation to Cardiac Surgery."’ The objective of general hypothermia is to reduce the 
oxygen requirements of the body sufficiently to allow exclusion of the heart from 
the circulation, and thereby permit intracardiac surgery under direct vision. Adult 
experimental animals cooled to 28 C. (82.4 F.) had a 50 per cent reduction in oxygen 
requirement, while cooling to 20 C. (68 F.) reduced the oxygen requirement by 
80 to 85 per cent. Reduction of body temperature to 28 C. permits complete circu- 
latory interruption for 6 to 10 minutes, while cooling at 15 to 20 C. (59 to 68 F.) 
permits exclusion of the heart from the circulatory system for 15 to 30 minutes. 
However, the mortality is much higher with cooling below 20 C. Hypothermia is 
advocated at these lower levels to provide more time for intracardiac manipulation 
in two groups of lesions: 1. complicated anomalies (e.g. tricuspid atresia, trans- 
position of the great vessels), and 2. ventricular septal defects. For simple cardiac 
anomalies (pulmonary stenosis, atrial septal defects), body cooling at 24 to 28 C. 
(75.2 to 82.4 F.) is recommended. General hypothermia at 30 C. (86 F.) is believed 
safe for most adults and children; at this temperature the O, requirement is approxi- 
mately 55 per cent without associated serious hypotension. A radio frequency re- 
warming device and an electric artificial pacemaker for standstill of the heart are 
valuable adjuncts in the management of hypothermia at low levels. Rapid re- 
warming is indicated for hypothermia below 28 C. 

Doctor Lewis of Minneapolis reported successful closure of nine interatrial septal 
defects in adults under hypothermia, with one death. He also found that rats could 
be cooled to 5.5 C. (41.9 F.) with complete cardiac standstill for 2 to 3 hours. Rapid 
rewarming of these animals resulted in restoration of normal sinus rhythm, and 
most of the animals appeared to be in satisfactory condition. Doctor Swan found 
the injection of Prostigmin into the coronary circulation, or acetylcholine, protected 
experimental animals against ventricular fibrillation under hypothermia. On the 
basis of clinical experience with 20 cases, Dr. Bailey of Philadelphia believed hypo- 
thermia for circulatory interruption in patients with acquired heart disease to be 
unsafe. He agreed that general hypothermia was definitely useful in patients with 
cyanotic congenital heart disease. 


On the second day of the meeting the morning session was devoted to the Thoracic 
Surgical Forum, a program of investigational papers on fundamental problems in 
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thoracic surgery. The time for each presentation was limited to ten minutes, with 
discussions being reserved until after the fifteenth and final paper of the program. 


‘Use of the Endotracheal Tube in Pulmonary Edema’’ was studied by Drs. G. D. 
Campbell and W. R. Webb and presented to the audience by Dr. Webb. Satisfactory 
clinical results were obtained by the authors in the treatment of pulmonary edema 
by positive pressure (4 to 6 cm. HO) oxygen delivered over prolonged periods 
through an indwelling endotracheal tube with an inflated cuff, with frequent, brief 
endotracheal aspirations of the accumulated fluid. 


“A Satisfactory Shunting Technique for Surgery of the Aortic and Pulmonary 
Valves and Proximal Great Vessels’’ was investigated by Drs. F. S. Cross and E. B. 
Kay. They devised a shunting mechanism of plastic tubing fitted with a special 
leaflet type valve to prevent undesirable regurgitation which provided a bypass of 
the aortic and pulmonic valves and a dry operating field, and permitted surgery on 
the great vessels at the base of the heart in 26 experimental animals, 10 of which 
were allowed to recover. This technic made possible direct exposure of the pul- 
monary valve, retrograde dilatation of the aortic valve, and division and resuturing 
of the pulmonary artery and aorta at the heart. 


Doctors B. J. Miller, H. C. Engell, A. R. Dobell and J. H. Gibbon, Jr. reported on 
‘The Closure of Interventricular Septal Defects in Dogs During Open Cardiotomy 
with Maintenance of the Cardiorespiratory Functions by a Pump Oxygenator."’ 
Artificial interventricular septal defects in 15 dogs were closed through a right 
ventricular cardiotomy; cardiorespiratory function being satisfactorily maintained 
by an extracorporeal circuit containing an artificial lung. Five of the dogs failed to 
survive repair of the septal defect, and 4 dogs were kept for long term observation. 
When the other animals in the group were sacrificed one week to three months after 
repair the defects were found to have been completely obliterated. 


‘Studies of the Venous Collateral Circulation of the Lung”’ were carried out by 
Drs. A. Hurwitz, A. A. Liebow, P. Kunkel, M. Calabresi and R. W. Cooke. Ligation 
of the major pulmonary veins close to the auricle in dogs did not produce infarction. 
Collateral venous return from the lung took place via three principal pathways: 
1. expansion of the bronchial venous drainage at the hilus of the lung, 2. newly 
formed vessels from the internal mammary veins (superior caval system) via medi- 
astinal adhesions and 3. new vessels from the intercostal veins (azygos system). 
Collateral communications from the last two groups were remarkable in that they 
joined the distal ends of the pre-existing pulmonary veins end-on. The oxygen 
content in the blood of the azygos vein was increased. 


Doctors Paul Nemir, Jr., H. R. Hawthorne and J. Johnson presented ** The Physio- 
logical Basis for Utilization of Esophagocardiomyotomy in the Treatment of Acha- 
lasia—An Experimental Study.’ The basis for the superiority of the esophago- 
cardiomyotomy in the treatment of cardiospasm is believed to be related to the 
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nature and degree of gastric juice regurgitation. While such regurgitation is an 
almost invariable accompaniment of operations for cardiospasm, its occurrence is 
less frequent following esophagocardiomyotomy. The authors found a definite 
relationship between regurgitation and recurrence of symptoms or complications. 

Doctor Grimes of San Francisco was in agreement with Dr. Nemir regarding the 
better results with esophagocardiomyotomy for achalasia. He said he had attained 
poor results with the Finney and Heineke-Mikulicz types of esophagocardioplasties. 


Doctors E. M. Papper, H. Fitzpatrick, E. Krahl, F. F. McAllister and G. H. 
Humphreys found that “The Effect of Intrapericardial and Intracardiac Procaine 
upon the Circulation of Man,"’ contrary to the belief of many, is to produce a sig- 
nificant rise in heart rate and a fall in blood pressure in a majority of cases. Their 
conclusions were that procaine did not exert an antiarrhythmic influence and may 
produce harmful sequelae. 

Doctor Vineberg of Montreal disagreed with the conclusions presented by Dr. 
Fitzpatrick because he believes the undesirable effects of procaine on blood pressure 
and pulse were of brief duration. Furthermore, Dr. Vineberg believes procaine is 
effective in reducing the incidence of ventricular fibrillation. 


In a rather hurried presentation Dr. W. K. Swann described the use of artificial 
operative tunnels which he and his colleagues, Drs. J. Rodriquez-Arroyo and J. T 
Bradsher, devised from plastic material or cloth for approaching areas of the heart 
where tissue such as an auricular appendage is not available for use as an operative 
tunnel. Experimentally, the authors found these artificial operative tunnels suitable 
in surgery of the aortic, pulmonic, and tricuspid valves, and of the interatrial septum. 


Experiences with “‘Cardioangiography"’ were reported by Drs. P. W. Smith, 
H. Craig, and K. P. Klassen. Seventy-five direct subxiphoid cardiac punctures were 
made in 15 dogs, with EKG tracings taken during the procedure. There were five 
deaths, one of which was attributed to ventricular fibrillation. Three other animals 
showed transient cardiac arrhythmias. Ventricular fibrillation developed in 2 ot 
the 5 clinical cases studied by this method. 


“Creation of Autogenous Vessels’’ from segments of veins and fascia was per- 
formed by Drs. N. Chun, R. Forney and E. H. Fell. The vessels were implanted in 
the abdominal or thoracic aorta of 19 adult dogs. The grafts were examined in- 
directly or directly, using tissue examinations at 2 to 156 days after implantation. 
One graft showed calcification, another was slightly dilated, and three others had 
hyaline changes. With these encouraging results, the authors believed that the 
method could be used in humans. 


“Experimental Esophagogastrectomy. Evaluation of Gastric Drainage Pro- 
cedures Performed in Association with Esophagogastrectomy’’ was reported on by 
Drs. H. W. Newman and F. H. Ellis. Pyloromyotomy, pyloroplasty, and gastro- 
enterostomy, the three procedures used frequently in association with esophago- 
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gastrectomy, were studied in dogs and compared with the results obtained with 
esophagoduodenostomy. After removal of the acid-secreting portion of the stomach, 
esophagoantrostomy, and gastroenterostomy, there was a high incidence of ulcera- 
tive esophagitis. Pyloroplasty in association with esophagogastrectomy produced 
moderate esophagitis similar to that found following esophagoduodenostomy. Only 
occasional mild esophagitis was observed when pyloromyotomy was used with 
esophagogastrectomy. 


Doctor Arnold E. Botwin described some ingenious technics in the repair of ex- 
perimental cardiac abnormalities by the use of pedunculated atrial flaps. The pro- 
cedure was used successfully in dogs for the closure of interatrial septal defects and 
the correction of mitral and tricuspid insufficiencies. 


“Synchronous Combined Abdomino-Right Thoracic Approach for Carcinoma of 
the Upper Thoracic Esophagus’ was advocated by Dr. H. H. Seiler on the basis of 
technical ease, less risk to the patient, and economy of operating time. 


Doctor E. A. Kanar presented a report on the “Differential Behavior of Arterial 
Homografts Implanted in the Thoracic and Abdominal Aorta.’’ This work was 
done in collaboration with Drs. L. N. Nyhus, E. J. Schmitz, L. R. Sauvage, H. G. 
Moore, Jr., R. K. Zech, and H. N. Harkins. Ninety-eight fresh or preserved aortic 
homografts of various lengths were implanted in the thoracic or abdominal aorta of 
weanling pigs. When the animals were killed six to eight months later, homografts 
implanted in the thoracic aorta had an alarmingly high incidence of calcific or 
atheromatous-like degeneration. Only a few of the grafts implanted in the ab- 
dominal aorta had calcific or other degenerative changes. In addition, homografts 
of the thoracic aorta did not keep pace with the animals’ gro vth as did the ab- 
dominal aortic homografts. Basing their opinions on these experimental data, the 
authors did not recommend the use of aortic homografts for replacing segments of 
the thoracic aorta in growing patients. 

In discussing the paper on arterial homografts Dr. Gross of Boston remarked that 
he doubted the applicability of the experimental findings to clinical material, since 
the lipid metabolisms of young pigs and human patients probably are dissimilar. In 
a series of 330 operations for coarctation of the aorta, Dr. Gross reported, preserved 
arterial homografts were necessary in 46 cases. Sixteen of these grafts were observed 
four years or more with good clinical results. Only three grafts showed calcific 
changes in the follow-up examinations. Doctor Gross did not comment on the 
growth factor in the patients with homografts. 


Doctor J. A. Key reported on ‘A Method of Supplementing the Coronary Circula- 
tion by a Jejunal Pedicle Graft."’ This study was carried out by Drs. F. G. Kergin, 
Y. Martineau, R. G. Leckey, and J. A. Key. Ina control series of 30 dogs, ligation 
of the left coronary artery resulted in a 75 per cent mortality. In another group of 
30 dogs in which the blood supply to the myocardium was supplemented by grafting 
a longitudinally split segment of jejunum with an intact blood supply, subsequent 
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ligation of the left coronary artery had a mortality rate of 6 per cent. Injection 
studies and histologic examination confirmed the presence of patent vascular channels 
between the myocardium and the jejunal pedicle graft. The advantages of this 
method of supplementing the myocardial circulation were listed by the authors as: 
(1) relative simplicity, (2) a good arterial supply over a large surface, and (3) stimu- 
lation of extracoronary as well as intercoronary anastomoses. 

In commenting on the jejunal pedicle cardiopexy, Dr. Fox recounted the experi- 
mental findings at Kennedy General Hospital. In their control series, ligation of 
the left coronary artery produced a 70 per cent mortality. This mortality was re- 
duced to 10 per cent by the formation of pericardio-myocardial adhesions with 
talcum powder. However, the area of myocardial infarction in the improved group 
was approximately the same as in the control series. Another series of animals 
had a gastric pedicle sutured to the myocardium with subsequent coronary artery 
ligation. There were no deaths, and the average area of infarction was small. 


A motion picture was used to present the principles of a** Controlled Cross Circula- 
tion for Intracardiac Surgery"’ by Drs. H. Warden, M. Cohen, R. C. Read, and C. W. 
Lillehe:. This method was devised for performing intracardiac operations under 
direct vision in the open heart. Blood flow is provided by a single pump which 
circulates equal amounts of oxygenated blood from a donor's artery to the recipient's 
aorta, and the venous blood from the patient’s superior and inferior cava to the 
donor's venous system. With such a circulatory bypass of the heart established, a 
cardiotomy can be performed and intracardiac procedures carried out under direct 
vision in a dry field with little risk to the donor or recipient. 

Doctor C. W. Lillehei supplemented Dr. Warden's presentation of a controlled 
cross circulation for intracardiac surgery by describing some additional technical 
details. The procedure was used on three clinical patients (aged 1, 3, and 5 years) 
for the repair of interventricular septal defects, with good operative results and 
postoperative survival of two patients. In discussing this procedure Dr. Gibbon 
expressed the belief that the undesirable risk to the donor can be avoided by using 
a complete apparatus for extracorporeal circulation. 


The initial presentation of the afternoon scientific session, the Address of the 
President by Dr. Emile Holman of San Francisco, brought under consideration the 
problem of poststenotic dilatation and the factors responsible for its development 
and progression. The three principal factors elucidated were: 1. the jet factor, or 


conversion of kinetic forward energy to lateral pressure, 2. the change in the direction 
of flow during systole and diastole with the formation of turbulence, and 3. Bernolli’s 
effect or a reverse Venturi effect whereby a decrease in velocity of flow produces an 
increase in lateral pressure. Subordinate factors which are also believed to play a 
role in the formation of poststenotic dilatation are the viscosity of blood, condition 
of the blood vessels, and changes in local environment. 


“The Surgery of Infundibular Pulmonic Stenosis with Intact Ventricular Septum 
CA Type of ‘Pure’ Pulmonic Stenosis)'’ was presented by Drs. R. P. Glover, H. 
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Gontigo, T. C. McAuliffe, T. J. E. O'Neill and R. E. Wells. The authors found 6 
cases among their series of 25** pure’’ pulmonic stenoses that were of the infundibular 
type, although 2 of these 6 cases were of the combined infundibular-valvular type. 
The infundibular type of stenosis can be recognized by means of catheterization and 
treated satisfactorily by surgery. There was no mortality in the entire series; results 
were encouraging during the follow-up periods. 


‘“*Pulmonic Valvular Stenosis: Technic of Open Valvuloplasty and Results'’ was 
the subject of a paper by Drs. Henry Swan, H. C. Cleveland, H. Mueller and S. G. 
Blownt. Because of certain disappointing results following the Brock procedure for 
pure pulmonic valvular stenosis the authors performed a direct valvuloplasty through 
the pulmonary artery following visual exploration of the valve with the patient 
under hypothermia. By this method the valvular deformity was converted to a 
bicuspid valve in 8 patients, with no mortality. Studies of the postoperative results 
were gratifying, showing restoration of the right circulation to normal levels. A 
brief motion picture presenting some of the technical details was used to supplement 
the oral presentation. 


The last paper of the Tuesday afternoon session was prepared by Drs. W. H. 
Muller, Jr., A. A. Kattus, J. F. Damman, Jr., and R. T. Smith. The authors re- 
ported their “‘Experiences in the Surgical Treatment of Aortic Stenosis."’ Blunt 
instrumental dilatation of the narrowed aortic valve was the method preferred by 
the authors in correcting this acquired defect. They elected to use a transventricular 


approach in a majority of their 16 cases. There were 3 operative or postoperative 
deaths. Six patients had a concomitant procedure for mitral stenosis. One patient 
developed complete heart block during the procedure and required the use of a 
cardiac pacemaker for 60 hours before sinus rhythm was resumed. In the discussion 
Dr. Bailey expressed preference for the transaortic approach to the stenotic valve. 


The first presentation on the final day of the meeting, prepared by Drs. C. P. 
Bailey, W. L. Jamison, H. T. Nichols, and A. Bakst, was entitled “The Surgical 
Correction of Mitral Insufficiency by Valvular Suturing.’’ Using a variety of suturing 
methods for correcting mitral insufficiency in 94 patients, they found a mortality 
rate of 27 per cent. The newest technic utilizes a specially designed ** mitral stitcher”’ 
which can be maneuvered through the auricular appendage instead of through the 
more hazardous transventricular route. The authors expected a mortality of 10 per 
cent or less with this newer method. 


Another method for ‘‘ The Surgical Correction of Mitral Insufficiency’’ was studied 
by Drs. D. S. Harken, H. Black, L. B. Ellis and L. Dexter. These authors brought 
under consideration the absolute leaflet insufficiency and the relative insufficiency 
produced by the compensatory dilatation of the left ventricle. They have found a 
lucite baffle-type of prosthesis effective in reducing or eliminating the mitral regurgi- 
tation without impairing the mobility of the leaflets. A motion picture illustrating 
the technic of inserting the plastic spindle baffle was presented. 
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‘Four Years’ Clinical Experience with Internal Mammary Artery Implantation 
in the Treatment of Human Coronary Artery Insufficiency Including Additional 
Experimental Studies’’ was reported on by Drs. A. Vineberg, D. D. Munro, H. Cohen, 
and W. Buller. They found 60 to 70 per cent of the experimental animals had 
mammary-coronary anastomoses following myocardial implantation of the left 
mammary artery. A pericardial fat pad was used to supplement the arterial implant. 
This operation was used in 30 clinical cases with encouraging results during follow-up 
periods ranging from three months to three and a half years. 


Doctors J. W. Kirklin, E. H. Wood, J. E. Edwards, and H. B. Burchell presented 
Anatomic, Physiologic, and Surgical Considerations in Closure of Atrial Septal 
Defects in Man.”’ The presentation reviewed the anatomic and physiologic features 
of atrial septal defects. Anomalous venous drainage and septal defects of large and 
small magnitude were considered. The Gross type of atrial well was used in 6 
patients for closure of the septal defect. These investigators found that suturing a 
sheet of polyvinyl plastic sponge over the larger defects produced satisfactory results. 


Their experience with ‘Aortic Arch Resection and Grafting for Ancurysm Em- 
ploying an External Shunt,’’ as employed in two patients, was reported by Drs. 
A. Stranahan, R. D. Alley, W. H. Sewell, and H. W. Kausel. A motion picture 
illustrated the technic used in these procedures, one of which was done for a post- 
traumatic aneurysm. Aortic blood flow was diverted through the shunt for over 
three hours in each of the cases. The shunt had an internal diameter of 10 milli- 
meters. 


“Resection of the Thoracic Aorta with Replacement by Homograft for Aneurysms 
and Constrictive Lesions’’ in 80 patients was reported on by Drs. D. A. Cooley and 
M. E. DeBakey. Although the authors have used aortic occlusion for over thirty 
minutes in the extirpation of aortic lesions without residual changes, such prolonged 
occlusion in nonconstrictive lesions is usually followed by irreversible spinal cord 
damage. Successful restoration of aortic continuity requires homografts of various 
lengths; the longest was 22.5 centimeters. Nine of the 12 operations for homograft 
implantation with generalized hypothermia were successful. The use of hypo- 
thermia permits more prolonged aortic occlusion with less likelihood of residual 
damage. 


In the discussion of these last two papers Dr. Conrad Lam reported his experience 
with the use of homografts sterilized by 1 per cent betapropriolactone in several 
patients. Short term observation has revealed good results. Doctor Henry Bahnson 
of Baltimore believed it possible to treat aneurysms of the thoracic aorta without 
requiring homograft replacement, and he suggested the use of lateral aneurysmec- 
tomy. Doctor Sewell expressed the belief that freeze-dry homografts produce less 


foreign body reaction than do fresh homografts. Even freeze-dry heterografts 
appeared to have some degree of success. Doctor DeBakey stated that at present 
heterografts did not appear to be suitable for human use. He also believed shunts 
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might be necessary for procedures requiring reconstruction of the aortic arch, but 
that aneurysm resections of other portions of the aorta could be carried out better 
with hypothermia of moderate degree, permitting reasonably safe aortic occlusion 
for approximately one hour. 


The last scientific session of the meeting was opened by Dr. Comer's presentation 
of ‘The Viability of Tubercle Bacilli in Healed Tuberculous ‘Lesions Following 
Long-Term Chemotherapy.’’ Co-workers in this study were Drs. G. L. Hobby, 
QO. Auerbach, T. F. Lenert, and M. J. Small. The viability of tubercle bacilli was 
determined in resected lesions from patients who had received long term chemo- 
therapy and had negative cultures. Chemotherapy was used for 4 to 12 months 
prior to operation and consisted of streptomycin twice weekly with PAS and/or 
INA. Nineteen patients were studied, and 15 patients (including 4 controls) had 
viable tubercle bacilli in the resected specimens. 

In contrast to this report, Dr. Goldman of San Francisco discussed the results of 
his postoperative culture studies of 26 segmental resections done for tuberculous 
lesions treated previously by chemotherapy. Only 2 of the resected specimens 
showed viable tubercle bacilli. 


‘Resection Surgery in Tuberculosis: Complications and After-History’’ was pre- 
sented by Dr. R. Douglass. The co-authors of the paper were Drs. J. M. Judd, E. B. 
Bosworth, and K. H. Chang. Of 589 patients treated by pulmonary resection, a 
majority had either a segmental resection or ‘‘Jocal excision.’" The entire group of 
patients was divided into “‘salvage’’ cases and ‘‘elective’’ cases. The “‘salvage"’ 
group of 120 patients included patients with advanced lesions, bilateral lesions, 
empyema, bronchostenosis, destroyed lung, thoracoplasty failures, etc. There were 
469 patients in the “‘elective’’ group. The results of this study were tabulated as 
follows: 

Salvage’ Group Elective’ Group 
Number of Deaths 15 5 
Number of Major Complications 7 
Number of Minor Complications 9 
Satisfactory or Good Results N 92% 
Presence of Active Lesions at 24 mos. 18% 3% 
In a special subgroup of patients in whom all palpable or roentgenographically 
demonstrable lesions were removed, good results were obtained in 96 per cent. 


The next paper was © The Coordination of Surgery and Combined Chemotherapy 
in the Treatment of Pulmonary Tuberculosis’’ by Drs. A. M. Decker, J. W. Raleigh 
and E. §. Welles. The classification of lesions as closed negative, open negative, and 
open positive appears helpful in evaluating the need for surgical intervention in the 
course of chemotherapy. Seventy-seven per cent of the patients receiving strepto- 
mycin and PAS for 6 to 8 months converted to negative sputum, but 7 per cent of 
these patients had a relapse to positive sputum during the course of treatment. 
With cessation of chemotherapy after cight months, 95 per cent of the closed lesions 
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remained negative, while two thirds of the open lesions relapsed, judging from 
sputum examinations. The authors stressed the need for closure of cavitary lesions 
in the first 6 to 8 months of combined chemotherapy. The necessity for resective 
surgery in closed negative lesions was questionable except in selected cases. Re- 
section was indicated for open positive lesions and open negative lesions found 
present 4 to 6 months after the start of combined chemotherapy. 


“The Role of Pulmonary Insufficiency in Mortality and Invalidism Following 
Surgery for Pulmonary Tuberculosis’ was studied by Drs. E. A. Gaensler, D. W. 
Cugell, J. M. Verstraeten, S. S. Smith, and J. W. Strieder. This report was based 
on the study of 460 patients after major pulmonary surgery with the follow-up 
periods ranging from six months to six years. Seventy-eight per cent of the patients 
had far advanced disease. The early (30 day) mortality was 4.3 per cent, with 
respiratory failure as the main cause of death. In patients with MBCs of 50 per cent 
or less the operative mortality was 50 per cent. The late mortality (30 days to 
6 years) was 3.9 per cent. In the late period pulmonary insufficiency was an infre- 
quent cause of death. However, patients with poor pulmonary reserve were more 
susceptible to other late complications. 


In discussing this study Dr. Nemir of New York commented on the value of 
temporary occlusion of the pulmonary artery and main bronchus on the involved 
side as a means of evaluating the possible effect of pulmonary resection in the poor- 
risk patients. This procedure was used with success in 23 cases. 


‘Experiences with Enlarging the Indications for Tracheal and Bronchial Grafts” 
were reported by Drs. O. A. Abbott, W. E. Van Fleit, and A. Roberts. These authors 
found good results with 10 dermal (Gebauer) grafts in nontuberculous patients re- 
quiring partial bronchial or tracheal resection. This group included two children, 
who were under observation two and three years since operation. Irradiated 
grafts used with resection of carcinoma had no apparent undesirable effects. 


‘Bronchial Anastomosis and Bronchoplastic Procedures in the Interest of Preserva- 
tion of Lung Tissue"’ were described by Dr. D. L. Paulson. This study was done in 
collaboration with Dr. R. R. Shaw. The authors used a variety of bronchoplastic 
or bronchoanastomotic procedures in 13 patients. Seven of these patients had 
benign lesions of traumatic, postinflammatory, or neoplastic nature. The recon- 
structive procedures used in these patients made possible the preservation of three 
lungs and six lobes of lungs that would necessarily have been sacrificed by more 
conventional procedures. In 6 patients bronchial reconstruction saved a total of 
seven lobes of lungs after resection for bronchogenic carcinoma. Fifty per cent of 
this group died within one year from carcinoma; the remainder are alive and well. 


There is general agreement that the annual meetings of the American Association 
for Thoracic Surgery are consistently outstanding in presenting the significant ad- 
vancements in the field of thoracic surgery. Some 688 physicians attended this 
year’s meeting. Dr. Paul Samson and Dr. Emile Holman were in charge. 
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surgery abstracts 


TUMORS 


87. Treatment of Keloids with Hyaluronidase. THEODORE CORNBLEET, Chicago. 
J.A.M.A. 154:1161-1163, April 3, 1954. 


Dissatisfaction with the results of present methods of treating keloids shows the 
need for better technics. Keloids are made of fibrous tissue, and it was thought 
the newer knowledge of connective tissue and its ground substance might lead to 
more successful approaches to the removal of these overgrowths. The principal 
component of cutaneous ground substance is thought to be hyaluronic acid, the 
substrate hydrolyzed by its specific enzyme, hyaluronidase. It was thought such 
action might break the vicious circle which perpetuates keloids. The new treat- 
ment is based on this idea. 

The entire keloid is injected with a solution of a concentration of 150 turbidity - 
clearing units (Wyeth) to Lec. saline, inserting the needle at intervals all along the 
surface. Injections are made once or twice a week until the keloid softens, shown 
by the greater ease of injecting the solution and easier spread through the tissues. 
Usually about 12 injections are sufficient. The keloid is now resected and the 
defect repaired. This is followed by x-ray treatment, taking in a field including 
at least | inch of apparently normal skin on all sides of the incision. The first 
irradiation dose is 180 roentgens and thereafter 90 each week for 10 to 15 treat- 
ments. Early keloids still retaining their color may need no surgery, but often 
improve satisfactorily when the series of injections is followed, at its completion, 
by irradiation. 

The results in 35 cases have been gratifying irrespective of size, site, or whether 
of spontaneous origin or post-traumatic, as after a surgical operation. Where the 
skin is put on a constant stretch as over the upper chest, near the neck, a very 
slight thickening may ensue. Fine suturing of the incision and irradiation of a 
relatively large area around the resected site improve the final results. In no case 
was there a return of the previous keloid or any semblance of it. 4 references. 
2 figures... Author's abstract. 


THYROID AND PARATHYROID 


88. Carcinoma of the Thyroid. RICHARD B. CATTELL AND BENTLEY P. COLCOCK, 
Boston. Lahey Clin. Bull. 8:194-198, January 1954. 


This is a review of a consecutive series of 78 patients with carcinoma of the 
thyroid treated at the Lahey Clinic during 1951 and 1952. It reports an incidence 
of cancer of 5.3 per cent in all cases of thyroid disease seen during this period. 
One patient with carcinoma of the thyroid was found for each 10 patients with a 
discrete or diffuse nodular goiter. There are no typical symptoms of early car- 
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cinoma of the thyroid. In the majority of patients who were found to have car- 
cinoma of the thyroid, a clinical diagnosis of a discrete adenoma of the thyroid 
was made preoperatively. 

In addition to the complete removal of the thyroid lobe on the side involved, 
plus the isthmus and the adjacent portions of the opposite lobe, a radical neck dis- 
section was carried out routinely on the involved side in all cases of malignant 


adenoma with lymphatic invasion, papillary adenocarcinoma or alveolar adeno- 
carcinoma. This was done whether or not enlarged lymph nodes were palpated 
clinically. Fifty per cent of the patients submitted to radical neck dissection were 
found to have metastases in the lateral cervical lymph nodes. A radical neck dis- 
section was not done for carcinoma simplex. 

It is thought that facilities for frozen section should be available at the time of 
surgery on all patients with discrete adenomas of the thyroid. The authors believe 
that carcinoma of the thyroid will be encountered frequently wherever large num- 
bers of patients with thyroid disease are seen. [tis a serious lesion and should be 
treated aggressively just as carcinoma in any other location is treated. There was 


no operative mortality in this series of 78 patients, but LO patients were already 


dead of cancer less than two years after operation. 3 tables.— Author's abstract. 


The incidence of 1 carcinoma of the thyroid for each 10 patients with discrete or 
diffuse nodular goiler reflects lo some degree a selection of patients, this incidence of 
carcinoma being somewhat higher than ts lo be anticipated in an unselected group of 
goiler patients. The importance of operative investigation of the patient with discrete 
adenoma of the thyroid ts evident. Thal radical neck dissection in patients with papil- 
lary adenocarcinoma will increase survival over patients treated by lymph node dis- 
section and radical thyroid lobeclomy remains lo be proved. \. WR, 


THORACIC SURGERY 


89. Diagnosis, Determination of Operability and Differential Diagnosis in Broneh- 
ogentc Carcinoma, FREDERIK THERKELSEN AND HANS RAHBEK SORENSEN, 


Copenhagen, Denmark. Acta chir. scandinay. 106:1-23, Aug. 29, 1953. 


In a series of cases of bronchogenic carcinoma, 88 were operable and 241 were 
inoperable at the time the diagnostic study was made; in the operable cases, either 
a pneumonectomy or lobectomy was done. In the general clinical examination of 
the patient it is important to consider the general condition, the presence of dyspnea 
and/or cyanosis, edema of the neck, enlargement of lymph nodes, or venous en- 
gorgement. Examination of the chest should be made; auscultation does not give 
significant information in most cases, but it may be of value in calling attention to 
some morbid condition. In the radiographic studies of these cases the most fre- 
quent abnormal finding was atelectasis, in 63.5 per cent: the operability of the cases 
with atelectasis was 26.7 per cent. Neoplastic infiltration was found in 15.3 per 
cent of all cases, but the operability in these cases was the same as the average for 
the series (36.5 per cent). Hilar shadow was found in 27.1 per cent of all cases, 
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and this definitely reduced the percentage of operability. In the cases in which 
round tumors, cysts or abscesses were demonstrated in the roentgenogram, the 
operability was higher than the average. In radiographic study of bronchogenic 
tumors a lateral as well as an anteroposterior roentgenogram must always be made. 


sronchoscopic examination was made of all but 8 of the operable tumors and of 
all but 23 of the inoperable tumors; the tumor was visualized in 50 of the operable 
cases and in 130 of the inoperable cases. The collection of secretions and their 


examination for neoplastic cells did not prove of value in this series of cases. 
Bronchography was found to be of definite value in establishing the diagnosis of 
bronchogenic tumors; in 16 cases bronchography indicated the presence of a tumor 


when bronchoscopic findings were negative. Biopsy specimens obtained through 


the bronchoscope are of special value in establishing the nature of the tumor, but 


such specimens cannot always be obtained. Tomography was used chiefly to 


evaluate the operability of the tumor in this series, but in some cases in which the 


tomographic findings indicated involvement of the large hilar and mediastinal 
lymph nodes it was found during exploratory surgery that these nodes did not show 
metastatic deposits. 


ven with all the methods of diagnosis available it may be impossible to make a 
correct diagnosis of bronchogenic carcinoma, and for this reason the authors advo- 


cate exploratory thoracotomy when there is any doubt as to the nature or extent 


of the lesion. They prefer to perform a few too many exploratory operations than 


to miss one, as this is a means of establishing not only the diagnosis but the opera- 
bility of the tumor. 20 references. 9 tables. 10 figures. 


Probably few would agree thal bronchography ts of more value than cytologic studies 
in establishing the diagnosts of bronchogenic carcinoma when bronchoscopic eramin- 


ation is negative. 
The value of cytologic studies in detecting cancer cells bears a close relationship to 


the proper collection of specimens and to the zeal and training of the pathologist. 


The authors’ conclusions regarding operability as related to various radiologic ap- 


pearances are interesting, bul seem lo have little practical importance. -Ed. 


90, Intracardiac Surgery on the Bloodless Heart with Artificial Hibernation 
(Chirurgie intracardiaque du coeur ersangue sous hibernation arlificielle). 1. 
LABORIT, ©, JAULMES AND JEAN KUNLEN. Bordeaux chir. 4:177-182, 1953. 


Artificial hibernation can be produced without the use of refrigeration by the 


use of certain drugs which induce a fall in temperature and a slowing of metabolism. 


In experiments on dogs it was found that such artificial hibernation could best be 
I 


induced by the use of the hormone somatotropin. In these experiments the soma- 


totropin was given intramuscularly the night before the experiment: another intra- 


muscular injection was given in the morning before the animal was placed on the 


operating table; and another dose of 10 to 20 units was given intravenously when 


the hypothermia and signs of hibernation first became manifest. Novocaine was 


introduced into the pericardium when the thorax was opened. It was found that 
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clamping of the superior and inferior vena cava could then be done without causing 
fibrillation and that various types of operation on the right heart could be done. 
There were no signs of any injury to the brain during the period of hibernation. 
Others have reported the successful use of this method for cardiac operations, such 
as mitral valvulotomy, in man. 


Ertensive experimental studies on the basic physiology of drugs employed in artificial 
hibernation is needed. It is not clear whether this technic will permit adequate periods 
of lolal circulatory occlusion for intracardiac surgery without the supplementary use of 
hypothermia. U.N. H. 


91. Revaseularization of the Myocardium by Cardiopericardiopery.  \\KON N. 
GORELIK AND SIMON DACK, New York. J. Internat. Coll. Surgeons. 2/:167 
171, February 19514. 


Coronary and myocardial involvement lead to coronary insufficiency manifested 
by substernal or precordial pain, dyspnea, choking, weakness and susceptibility to 
fatigue. No known procedure to revascularize the myocardium can replace the 
diseased and fibrosed myocardium or the diseased blood vessels. 

Cardiopericardiopexy converts an ischemic myocardium to an hyperemic myo- 
cardium by introducing magnesium silicate into the pericardial sac. This produces 
a foreign body inflammation of the pericardium, myocardium and adjacent media- 
stinal tissues which opens the intercoronary anastomotic channels, increases the 
number of the telae arteriae adiposae, and creates new collateral blood vessels 
between the pericardium and myocardium in a granulomatous adhesive pericardi- 
tis. No evidence of constrictive pericarditis or cardiac tamponade has ever been 
observed. By modifying the surgical technic and inventing the powder instrument, 
one of us (A. N. G.) made the procedure short, safe, and simple, so that it can be 
applied to poor surgical risks. 

\fter satisfactory results from revascularizing the ischemic myocardium in cases 
of coronary artery disease, Dr. Gorelik arrived at the conclusion that cardiopexy 
applied on the rheumatic myocardium will give the same results because rheumatic 
fever produces narrowing of the lumen of the myocardial branches of the coronary 
arteries. On the basis of this conclusion, cardiopericardiopexy was performed for 
the first time January 31, 1951 on a rheumatic patient with multiple valvular 
involvement. 

Forty-seven patients with severe coronary insufficiency underwent cardioperi- 
cardiopexy with an operative mortality of 3 cases (about 7 per cent). A great 
majority of the patients were able to resume normal or only slightly curtailed 
physical activities without anginal pain or dyspnea, angina pectoris was abolished 
or markedly diminished, exercise tolerance was strongly improved, symptoms of 
congestive failure (when present) were ameliorated. 

Cardiopericardiopexy was performed in 18 cases of advanced rheumatic heart 
disease with congestive failure. Twelve patients showed moderate to marked im- 
provement as evidenced by increased exercise tolerance and diminution or complete 


238 ¢ december 1954 QUARTERLY REVIEW OF SURGERY 


\ 


disappearance of heart failure. Several patients had free mitral regurgitation, 
advanced aortic stenosis and insufficiency, tricuspid insufficiency, advanced con- 
gestive failure, and marked ventricular enlargement. It is for this type of patient 
that cardiopericardiopexy will be of great value in the future, since, unlike mitral 
valvulotomy, it is applicable to rheumatic heart disease irrespective of lesion 
present. The contraindications are any sign of active rheumatic fever or acute 
heart failure. 

The operative mortality of 22 per cent (4 patients) in rheumatic cases requires 
comment, First, the series is a small one, and secondly, the surgical risks in this 
group of patients is high, as over half of them were complete invalids in advanced 
stages of congestive heart failure. Their prognosis for duration of life and func- 
tional capacity was obviously very bad. 10 references. — Author's abstract. 


The clinical improvement described by the authors is remarkable, bul similar to that 
previously claimed by Claude Beck and S. A. Thompson, who also employed cardio- 
pericardiopery. The simplicity of the operation makes it attractive. However, objective 
evaluation of these patients is difficult. The postoperative absence of pain cannot be 
laken as conclusive evidence that the myocardial circulation has been improved. 


H. 


92. Radical Operations for Carcinoma of the Esophagus and Cardiac End of the 
Slomach. womer NAKAYAMA, Chiba, Japan. J. Internat. Coll. Surgeons. 27: 
51-66, January 1951. 


For upper or mid thoracic carcinoma of the esophagus, right combined thoraco- 
abdominal approach, the author’s new approach, is the most favorable procedure. 
Antethoracic esophagogastrio-anastomosis, the author's new procedure, is em- 
ployed when the general condition of the patient is too poor to tolerate the opera- 
tive stress, insufficiency of the anastomosis is anticipated, and bilateral pneumo- 
thorax has occurred during mobilization of the esophagus, and the result is favor- 
able. 

For carcinomas of the lower portion of the esophagus or cardiac end of the 
stomach, a left thoracoabdominal or an abdominal approach are usually used. 
When subtotal or total gastrectomy is required, transplantation of the jejunum 
is performed, and when radical removal of cardiac cancer is possible by a 3 cm. 
excision of the esophagus and more than half of the stomach is left, the gastric 
remnant is anastomosed directly to the esophageal remnant. The hazard of sutural 
insufliciency of the anastomosis is avoided if the serosa of the stomach or jejunum 
which is to be anastomosed to the esophagus is tightly fixed to the diaphragm by 
interrupted silk sutures. 

In the cases of cardiac cancer of the lower thoracic portion of the esophagus in 
which one encounters cancerous infiltration or extension to the tail of the pancreas 
or the hilus of the spleen, both should be completely removed en masse, in com- 
bination with cardiectomy or esophagectomy. 


The number of cases operated on from August 1946 to July 1953 is as follows: 
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total or subtotal esophagectomy: 109, esophagocardiectomy: 128, total gastrec- 
tomy with esophagectomy: 110, other cases: 61, total number: 438. 3 references. 
18 figures. 6 tables. abstract. 


It appears that the author has made a real contribution in simplifying the surgical 
approach lo lesions of the middle portion of the thoracic esophagus. The original article 
must be consulted lo gain a proper concept of his right combined thoracetbdominal 
approach, which uniles the thoracic and abdominal incisions anteriorly al the attach- 
ment of the costal arch lo the sternum. Nakayama’s new approach probably is less 
salisfaclory for lesions of the upper fourth of the thoracic esophagus, where Harrison's 
lechnic still seems preferable. 


93. Cardiac Seplal Defects. swan, Denver. Minnesota Med. 37:186 
191, Mareh 1954. 


The significance of a defect of the cardiac septa, which occurs in 20 per cent of 
cases of congenital heart disease, depends on the volume of blood shunted through 


it. The usual ventricular septal defect is located high, near the aortic and pul- 


monary valves (nof the smaller, lower defect of the less common Roger's disease ) ; 
it produces a left to right shunt, depending in amount on the size of the defect. 
Right ventricular enlargement and hypertrophy and pulmonary hypertension often 
follow. Life expectancy is materially lowered. An atrial septal defect also pro- 
duces a left to right shunt, with enlargement of the pulmonary circulation and a 
considerable saprophytic drain upon the body circulation. 

No standardized operative technic now exists for closure of ventricular septal 
defects, although various methods have been tried. Defects of the atrial septum, 
however, have become amenable to surgical repair at reasonable risk rates. After 
experimental and clinical study of several methods, the author has currently 
adopted a technic of visual closure of the defect during circulatory occlusion by 
general hypothermia. The anesthetized patient is cooled in ice water: constant 
temperature recording and constant EKG monitoring are maintained. The heart 
is Well exposed by a transverse, anterior, bilateral thoracotomy incision: the azygos 
vein is ligated, and tapes are placed around the superior and inferior vena cava. 
The right atrium is entered after cardiac inflow (and outflow) have been tempor- 
arily occluded. The atrial septal defect can then be seen, and its edges sutured 
together without tension. To prevent coronary air embolism, air is removed from 
the heart by filling it with saline before the last suture is tied, and again before the 
atrial incision is closed. Hy perventilation has been found to be of great importance 
in protection against ventricular fibrillation during this operation. 

Five patients have been operated on by this technic, with | successful cases, 
and | operative fatality thought to be due to heart failure. Duration of circulatory 
occlusion has varied from 5 minutes and 50 seconds to 7 minutes and 15 seconds. 
No suggestion of cerebral damage has occurred. The technical aspects of this 
open technic are considered far superior to those of any of the blind technies. 
15 references. 7 figures. Aulhor’s abstract. 
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91. The Influence of Various Factors on Metastases in Carcinoma of the Breast. 
P. RIGBY-JONES, London, England. Brit. J. Cancer. 7431-437, December 
1953. 

Of 1,626 patients with carcinoma of the breast at the Royal Cancer Hospital, 
London, from 1937 to 1947, 444 of those with recurrences were suitable for analysis. 
The major sites of first recurrences were found to be bones and skin, with lung and 
pleura, regional lymph nodes, lymph nodes of the opposite side, and liver following 
in that order of frequency. 

\ higher proportion of first recurrences occurred at all sites during the first two 
years, all thereafter falling steeply, with no one site predominating in any year. 

Duration of life from the first detection of recurrence was found to vary greatly 
with the site of recurrence. Death occurred rapidly when the first recurrence was 
in liver or lungs and pleura, but might be delayed for five or more years when re- 
currence first occurred in skin or vertebrae. 

Little variation was found in the site of the first detected recurrence either with 
the position of the primary tumor in the breast or the stage of the disease when 
the patient was first seen. 

\ study of recurrence in the scar area following radical mastectomy showed that 
the percentage occurring in the group of unirradiated patients was significantly 
higher (14 per cent) than in the irradiated patients (24 per cent). 

The effect of irradiation on the parasternal lymph nodes in upper inner quadrant 
tumors is also shown. reference. 4 figures. 4 tables. Author's abstract. 


These statistics indicale thal radiation therapy definilely reduces the incidence of 
local recurrence. -T. G. O. 


95. Recurrent Cancer of the Breast; Analysis of Frequency, Distribution, and Mor- 
lality al the University of California Hospital, 1918 to 1947, Inclusive. M. B. 
SHIMKIN, BE. L. LUCIA, B. V. A. LOW-BEER, AND H. G. BELL, San Francisco. 


Cancer. 7:29-16, January 1954. 


This report discusses 261 women with recurrence of cancer of the breast: who 
were first seen at the University of California Hospital. The cases were distributed 
at random as to age, delay, stage of recurrence, and length of survival throughout 
the 30 year period under consideration, 1918 to 1947 inclusive. However, data 
were weighted by the inclusion of a large proportion of late recurrences, 19 per cent 
having been seen five years or longer, and 7 per cent ten years or longer after 
initial operation. 

The total survival of this group five years after operation was 31 per cent, because 
of the influence of late recurrence cases. The only significant effect on the course 
of the disease was produced by radical reoperation in a selected group of 28 cases, 
10 of whom were apparently free of disease 5 to 21 years after reoperation. 


The data concerning 261 recurrent cases were compared with and combined 
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with data concerning 372 cases of primary carcinoma where subsequent recurrences 
or metastases developed. It was shown that the length of life in the latter cases 
depends upon the stage of the disease at initial operation and upon the type of 
initial clinical recurrence. 

The five year survival, measured from initial operation, of patients who eventu- 
ally die of or with cancer of the breast is 36 per cent in stage I, 20 per cent in stage 
I], and 9 per cent in stage IIL. The survival percentage for each stage is approxi- 
mately | to 2 as compared with the survival of all cases in each stage; at ten years 
the ratio changes to approximately | to 5. 

There was no relationship between length of survival and the age of the patients 
at the initial operation, nor was there any selection of patients of a particular age 
group by stage. The data do not reveal a significantly greater proportion of rapidly 
growing neoplasms among young patients than among older patients. 

The time after operation at which recurrences are clinically manifest is influenced 
by the stage of the disease at initial operation. In stage I the median for recurrence 
is at 30 months, for stage Tl at 21 months, and for stage [ff at 12 months. Local 
recurrences and generalized metastases limited to the osseous system are evident 
clinically at 27 months. 

The length of life after recurrence is influenced to a minor degree by the stage of 
the disease at initial operation, but is significantly influenced by the type of recur- 
rence. In stage | such mean survival is 19 months, whereas in stage [I] and stage 
Hf it is 13 months. With local recurrence the survival is 28 months, with osseous 
metastases it is 21 months, and with generalized metastases it is LO months. These 
differences, however, may be related more to methods of diagnosis of recurrence 
than to the growth of the neoplasm. 

The length of life after the clinical appearance of recurrence is related to the 
length of life from operation to such recurrence. 


18 references. 12 figures. 8 
tables.—- Author's abstract. 


1 worth while statistical study of patients treated by operalion for carcinoma of the 
breasl.T. G. 


STOMACH AND DUODENUM 


O6, 


Penelraling Peplic leer with Massive Hemorrhage as an Indicalion for Emer- 
gency Gastreclomy. WH. TAYLOR CASWELL, W. EMORY BURNETT, GEORGE P. 
ROSEMOND AND VINCENT W. LAUBY, Philadelphia, Pa. Arch. Surg. 68:282- 
285, March 1951. 


It has been our feeling that the most important factor in determining whether or 
not a patient with massive peptic ulcer hemorrhage will respond to medical man- 
agement lies in the pathology of the ulcer itself. We have been particularly im- 
pressed with the significance of the penetrating type of ulcer in intractable massive 
peptic ulcer hemorrhage. These ulcers erode into the major branches of the gastro- 
duodenal and left gastric arteries due to their usual location on the posterior 
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duodenal wall and along the lesser curvature of the stomach, respectively. In our 
series of 150 patients with proven massive peptic ulcer hemorrhage, emergency 
surgery was necessary for bleeding or the patient bled to death! in 84 cases. Of 
these 84 patients with intractable hemorrhage, the penetrating type of ulcer was 
present in 80 per cent. 

An effort was made to find a method of establishing a clinical diagnosis of pene- 
trating ulcer when These patients are first seen. It was found that in a group of 
68 patients with massive hemorrhage and proven penetrating ulcer, there were 
several factors in the history which were felt to be significant: 1. constant pain pre- 
ceding the hemorrhage, 2. past manifest hemorrhage, 3. past acute perforation. 
Using any of these factors as an indication of penetrating ulcer as the source of the 
hemorrhage, a correct diagnosis would have been made in 87 per cent of those 
patients with proven penetrating ulcer as the source of massive bleeding. When 
one compares the 87 per cent incidence of these historic factors in the group with 
proven penetrating ulcer to the 18 per cent incidence of the same historic factors 
of the group treated successfully by medical means, the implication is that there 
were few penetrating ulcers in the patients successfully treated medically. 4 
references. 1 figures./7. Taylor Caswell, MD. 


The decision lo operale upon a patient bleeding massively from the upper gastroin- 
leslinal tract must be made after careful consideration of numerous factors. It is 
unusually difficull lo establish definile crileria for operation that exclude cerlain pa- 
tients. The frequency with which a correct preoperative diagnosis of the nature of 
pathologie lesion can be made is nol as great as is desirable. More studies of this type 
may permit a beller preoperative appraisal of the individual patient.— Ed. 


97. The Effect of Subtotal Gastrectomy External Pancreatic Secretion in Dogs. 
ALEXANDER RICHMAN, LOUIS J. LESTER, FRANKLIN HOLLANDER AND DAVID A. 
DREILING, New York. Gastroenterology. 26:210-220, February 1954. 


In order to determine the effect of subtotal gastrectomy upon the secretory 
response of the pancreas to certain stimuli, studies were carried out with 4 dogs in 
which an external duodenal fistula had been established to make possible direct 
cannulization of the pancreatic duct. The stimuli employed were secretin, hista- 
mine, and a standard meal of 200 Gm. of meat both before and after subtotal 
gastrectomy. Responses were measured in terms of volume, bicarbonate concen- 
tration, and the output of both bicarbonate and amylase. As a result of the gastric 
resection the secretory response showed the following changes: (1) Reductions 
after the meat meal: volume, 65 per cent; amylase output, 6 per cent; bicarbonate 
concentration, 38 per cent. (2) Reductions after a standard dose of histamine: 
volume, 61 per cent; amylase output, 67 per cent; bicarbonate concentration, 18 
per cent. The response to exogenous secretin was unchanged in all 4 dogs, indi- 
cating that the operation does not affect the pancreas itself but only the intensity 
of stimulation by way of the gastric HCl-endogenous secretin mechanism, 

It is suggested that the reduction in response indicates a “splinting” of the gland 
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after subtotal gastrectomy. This may be a physiologic basis for the use of this 
operation in chronic recurrent pancreatitis and for the interpretation of certain 
clinical consequences of this operation. 26 references. 3 figures. 3 tables. 
\uthor’s abstract. 


The pathogenesis of chronic recurrent pancreatitis has not been clearly established. 
Subjecling a patient lo a partial gastreclomy with the object of reducing the volume and 
bicarbonate content of pancreatic secretions cannot be justified as routine therapy. 
Sumilar experiments performed sir months afler sublotal gastrectomy would be of 
interest. N. 


98. The Curability of Stomach Cancer. EpwAaRvd E. MASON, Lowa City. J. lowa M. 
Soe. 44:150-154, April 1954. 


The greatest improvement in the treatment of gastric cancer came through the 
extension of surgery to ever-increasing numbers of patients by increase in opera- 
bility and resectability. Of even greater importance is the fact that patients are 
now being treated in large numbers of small hospitals near their homes. Around 
1940, statistical studies show there was a significant improvement in the operative 
mortality rate and a decreased incidence of fatal pneumonia and peritonitis. 

The percentage of hospitalized patients resected for cure has remained constant 
at around 40 per cent for at least the last 15 years. With such cases at the Univer- 
sity of Minnesota Hospitals during the period 1936 through 1951, 30 per cent 
survived for at least five years. 

Zarly diagnosis remains as a completely untried solution to the problem of gastric 
cancer. Macdonald states that, “Biologic predeterminism, rather than the time 
or type of surgical treatment, governs end results in gastric cancer.” Such pessi- 
mistic acceptance of the status quo is even more dangerous to the advancement of 
gastric cancer cure rates than the creation of a false sense of security over a con- 
tinuing progress that is not really demonstrable. 


Mason et al reviewed the symptoms of gastric cancer with regard to delay in 
diagnosis and observed that there is a median delay in treatment of six months 
following the onset of symptoms. The delay has not decreased in recent years. 
Boyce has similarly observed a failure to effect a decrease in the symptomatic 


nterval, and comments on such causes as the frequency of mistaken therapy, in- 
adequate investigation of the cause of symptoms, the lack of diagnostic suspicion 
on the part of physicians. 

There are two facets to the problem of early diagnosis. One is to accomplish 
an actual decrease in the over-all time lag between onset of disease and surgery, 
and the other is to obtain unequivocal evidence concerning the effect of early 
diagnosis on the cure rate. The control series of early cases should actually be a 
series of cases found by screening asymptomatic and unselected members of the 
general population. With such a group of surgically treated cases one would 
expect L00 per cent operability, and a considerable improvement over the current 
10 per cent of hospitalized cases resected for cure. These cases should then be 
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followed closely for five years, and the survival rate corrected for age and compared 
with existing five year survival rates. 

In screening studies carried out in the Minnesota Cancer Detection Center at 
the University of Minnesota, cases of adenoma are under special study. Carci- 
noma of the stomach has rarely been found when these polyps are smaller than 
2 cm. in diameter. When the polyps are over 2.5 cm. in diameter, malignancy has 
been demonstrated in over 50 per cent of the cases. 

No patients over the age of 30, male or female, should be free of suspicion if 
they have vague symptoms of upper abdominal discomfort, which was the initial 
symptoms given by over 50 per cent of patients who had proved gastric cancer. 
Patients with vague symptoms should not be reassured and treated symptom- 
atically as individuals with functional or psychosomatic problems until a basis for 
such reassurance has been determined. 

Stomach cancer may develop in a chronic gastric ulcer or may assume the ap- 
pearance of a gastric ulcer. Such stomach cancer patients, when studied as a 
group, seem to have a better prognosis than the larger group of unselected gastric 
cancer patients. This may well be due to the fact that ulcer cancer patients show 
symptoms earlier and consequently reach the operating table earlier. 

Any physician who elects to treat such patients without surgery is obligated to 
follow healing with repeated x-rays and to demonstrate not only complete healing 
but maintained healing. The initiation of such a nonsurgical program should at 
least require that a gastric analysis be carried out. It is difficult to understand 
how a patient could be treated medically for “gastric ulcer” in the presence of 
histamine achlorhydria unless gastric analysis had simply been overlooked. 

For many patients with stomach cancer, months or even years may be saved in 
instituting treatment if physicians maintain a high degree of suspicion of vague 
upper abdominal symptoms, and if gastric ulcer is considered as primarily a surgical 
disease. 17 references. 2 figures.-Author’s abstract. 


Thomas and I found in an analysis of small ulcerating cancers of the stomach that 
the five year survival was less than in other types of cancer of the stomach. This also 
emphasizes the necessity for resecting all ulcers of the stomach when the diagnosis is 
made, provided the patient is nol a poor operative risk, and avoiding trial periods of 
medical management during which resectable lesions can become inoperable.—J. M. W. 


99, An Elucidation of the Intestinal Sensitivity Factor and the Distance in the In- 
cidence of Stomal Ulcer in the Billroth II Type Gastrectomy. LAWRENCE B. 
KIRILUK AND K. ALVIN MERENDINO, Seattle. Surgery. 35:538-546, April 1954. 


\ series of 45 dogs was operated upon in an effort to determine whether or not 
the intestinal mucosa became more sensitive to gastric secretions as the distance 
from the pylorus was increased. This study compares the length of the afferent 
loop and the inherent sensitivity of the intestine as each influences the incidence 
of stomal ulcers following subtotal gastric resections. 

All the animals were subjected to subtotal gastric resections (75 per cent). The 
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afferent loops varied in length from 15 em. to 58 em. and were composed of duo- 
denal segments of 8 to 15 cm. in length and interposed jejunal segments of LO to 
50 em. in length. The gastroenteroanastomosis was made to both duodenal and 
jejunal segments. The animals rested for approximately 15 days postoperatively 
and then were subjected to gastric stimulation by injections of histamine in bees- 
wax given intramuscularly. 

The results of this experimental study indicate that there is actually little, if 
any, differential sensitivity in the mucosa of the entire small intestine. The length 
of the afferent loop and the changes in the buffering capacity of the luminal con- 
tents arriving at the stoma appear to be the chief factors influencing the incidence 
of stomal ulcers. When afferent loops of 15 em. were used, jejunum up to distances 
of 77 em. from the pylorus could be interposed and used for the gastroenteroan- 
astomosis with no occurrence of stomal ulcers. However, when the length of the 
afferent loop was increased, jejunum interposed from more proximal sites was 
eroded at the stoma by gastric secretions. Thus, contrary to previous opinion, the 
mucosa of the midjejunum does not appear to be more sensitive to gastrie secretions 
than more proximal segments. LO references. 2 figures. 3 tables. Author's 
abstract. 


This carefully planned and ereculed research project ts of practical importance in 
the management of peplic ulcer by subtotal gastrectomy, and emphasizes the necessity 
for using a short afferent loop as a part of the Billroth IT operation J. M. NW. 


100. Ksophagoduodenostomy, Total Gastrectomy and the Poslgastreclomy Syndrome. 
CARL A. New York. Surg. Clin. North America. 34:457-471, April 
L954. 


Poslgastreclomy syndrome refers to any combination of signs and symptoms that 
may result from gastric resection. This inclusive syndrome is divided into three 
ill defined clinical states. 

The “specific deficiency states” are conditions that arise from the altered physi- 
ologic condition of a postgastrectomy patient. The loss of the reservoir function 
of the stomach after gastrectomy is one of the most important changes. Studies 
in man and dogs indicate that such patients show decreased food consumption, an 
inability to regain their optimal weight, an increased rate at which food passes 
through the gastrointestinal tract, increased fecal loss of fat, protein and carbohy- 
drate, and an early refractory hypochromic microcytic anemia that invariably 
becomes hyperchromic macrocytic, of the addisonian type, two to three years 
postoperatively. 


The “dumping syndrome” is less consistently defined as to symptoms or etiology. 
It is predominantly described as the development of palpitations, pallor, cold 
sweats, flushing, feeling of warmth, nervousness, vertigo, headache, fatigue, weak- 


ness, occasional vasomotor collapse, nausea, belching, and epigastric pain or fullness 
in various combinations toward the end of, or immediately after a meal. The 
vasomotor components are more characteristic than the gastrointestinal symptoms 


46 « december 1954 QUARTERLY REVIEW OF SURGERY 


| 


in this syndrome, which is aggravated by increasing the carbohydrate proportion 
or size of the meal, or the amount of water drunk with it. The symptoms are 
notably relieved by lying down. Some experimental facts are known about the 
physiologic relationships involved in this syndrome, but the proposed theories of 
etiology run the gamut from jejunal distention to hyperadrenalism and psycho- 
neurosis. The most substantiated theory incriminates jejunal distention, due to 
osmotic dilution of ingested food, which possibly acts through a diffuse autonomic 
nervous system reflex, or other indicted mechanism, to produce the symptoms. 

The last clinical subdivision of the postgastrectomy syndrome consists of all 
additional vague symptoms that may be due to the localized gastrointestinal dis- 
turbance and its generalized effects. 

Medical therapy of the postgastrectomy syndrome, stressing frequent small feed- 
ings of a high protein, high fat diet above all medications, is adjusted to the patient 
according to the physiology and the theories outlined above. However, the in- 
fluences of the various surgical reconstructions are pivotal considerations in this 
problem, since the postgastrectomy syndrome is the result of surgery. The various 
studies in man and dogs, in which esophagoduodenostomy cases are compared with 
various types of esophagojejunostomy or substitute stomach cases, are not con- 
sistent or conclusive. However, the majority of the research suggests that esopha- 
goduodenostomy causes less loss of fecal fat and No, less weight difficulty, a small 
decrease in “alimentation time,” and a lower incidence of the postgastrectomy 
syndromes. Obviously, the esophagoduodenostomy should not be done at the 
expense of limiting the extent of resection for the cure of gastric carcinoma, and it 
should not be done under tension. However, it is technically possible in a good 
percentage of total gastrectomies; it is simpler than the commonly used esophago- 
jejunostomy that requires an extra enteroenterostomy and duodenal stump closure ; 
its mortality and morbidity statistics are as good as, if not better than, those of 
esophagojejunostomy : and the increased mortality and morbidity from substitute 
stomach operations have not proved justifiable. 17 references. duthor’s abstract. 


From the nutritional standpoint, esophagoduodenostomy seems to be preferable to 
esophagojejunostomy. From the practical standpoint, however, if one removes as much 
duodenum and lower esophagus as usually seems advisable when excising an erlensive 
scirrhous carcinoma of the stomach, it usually is impossible technically to effect esopha- 
goduodenostomy without tension. For this reason I prefer esophagoyeyunostomy. In 
only about 10 per cent of all total gastrectomies performed al the Mayo Clinic has 
esphagoduodenostomy seemed advisable to my associates. J. M.W. 


INTESTINES 


101. Pathognomonic Abdominal Sign for Meckel’s Diverticulitis. BR. ROBERT DE 
nicoLa, Richland, Wash. J.A.M.A. 754:1083-1085, March 27, 1954. 


Meckel’s diverticulitis, although uncommon at any age, is most frequent in an 
age group that is almost free of acute appendicitis. Less than 3 per cent of acute 
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appendicitis occurs in children under 2 years of age, in contrast to 45 per cent of 
Meckel’s diverticulitis. It is apparent that the commonest stimulant for surgical 
exploration, a diagnosis of acute appendicitis, is lacking in this age group; as a 
result, mortality from Meckel’s diverticulitis varies from 9.3 per cent to an alarm- 
ing 57 per cent. 

The most pertinent aids in making a correct diagnosis of Meckel’s diverticulitis 
are 1. the suspicion of its presence, and 2. the observation and recognition of a 
cardinal sign (rectal hemorrhage in a child) indicating its presence. This article 
reports a vivid abdominal sign not previously described, which is pathognomonic 
of an underlying inflamed Meckel’s diverticulum. This sign, in striking contrast 
to the pallor of the rest of the distended abdomen, consists of a peculiar cherry red 
cellulitis involving the umbilicus and its surrounding area for about 2 cm. The 
sign occurs only where the Meckel’s diverticulum is attached by the fibrosed 
vitelline duct to the umbilicus so that the inflammation from the diverticulum can 
extend, as in any other lymphangitis and cellulitis, into the abdominal wall and 
umbilicus, a pathologic process, simply the reverse of that seen in an omphalitis 
that gives rise to a peritonitis. 

The observation of this sign and the recognition of its import made possible a 
preoperative diagnosis of ruptured Meckel’s diverticulum in a ! month old baby, 
who apparently is the youngest recorded patient to survive surgical treatment of 
this particular abdominal catastrophe. 8 references.—Author’s abstract. 


A valuable contribution to the significance of omphalitis.-C. J.B. 


102. Free Malignant Cells in Relation to Recurrence of Carcinoma of the Colon. 
ELIZABETH A. MCGREW, JOHN F. LAWS AND WARREN H. COLE, Chicago. J.A.M.A. 
154:1251-1254, April 10, 1954. 


Review of 55 patients in whom large bowel resection and end to end anastamosis 
had been done for adenocarcinoma revealed recurrence in 16 per cent, two thirds 
of which were in the suture line. It was thought possible that these recurrences 
might be caused by free malignant cells in the bowel lumen implanted in the wall 
of the bowel by suturing needles. 

In order to investigate this, smears of mucus from the lumen of the bowel were 
taken from 50 specimens resected for carcinoma. The Papanicolaou technic of 
fixing and staining material was used. Malignant cells were found in smears from 
the ends of the resected segments of bowel in 52 per cent of the specimens. The 
presence of malignant cells was related directly to the distance between the source 
of the smear and the tumor, 82 per cent of smears taken 5 cm. from the tumor 
being positive, while only 10 per cent were positive at distances of 25 cm. or more. 
Positive cells were found in one instance 35 cm. from the tumor. 

In some of the cases the surgeon occluded the lumen of the bowel with liga- 
tures 5 to 12 em. from the tumor early in the surgical procedure, before handling 
the tumor area. Almost all the smears taken from the lumen at the point of liga- 
tion on the side near the tumor were positive, while no positive smears were ob- 
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tained when the ligature intervened between the tumor and the area represented 
by smear. 

It was concluded that the spread of free tumor cells in the bowel lumen occurs 
during the operation and is due to manipulation. Dissemination of cells in the 
lumen can be prevented by applying occlusive ligatures above and below the 
tumor early in the surgical procedure. 6 references. 2 figures. 2 tables.—Author’s 
abstract. 


This is an extremely important study with many ramifications. The basic potential 
for spread is the same when resection of gastric carcinoma is done with an “open” 
lechnic. Cytologic seeding is especially possible during anterior resection of the rectum. 
Lavage during surgery using distilled water through a Foley catheter in the rectum 


connected to a tidal irrigalion apparatus is of probable value in controlling such seed- 
ing. J. B. 


LIVER AND BILIARY TRACT 


103. New Method of Hepatic Resection. ¥. RABBONI, Palermo, Italy. Minerva 
Chirurgica, vol. VIET, 78:705-715, (Sept. 30) 1953. 


To prove the value of his proposed new method of hepatic resection and lobec- 
tomy, the author presents the results of experiments conducted on dogs. 

The method uses a hemostatic suture with U shaped stitches along the hepatic 
resection line; the stitches being placed in such a way that the knots will appear 
alternately on the superior and inferior surface of the liver. The results proved 
that with this technic the operation is simplified, shortened, and a perfect hemo- 
static suture of the hepatic parenchyma, which is the main objective of this new 
method, is secured. Effects on the hepatic functions or on the function of the 
endocrine glands were minor. 

This method of hepatic resection is recommended principally in the treatment 
of tumors by partial hepatic resections, in total removal of the left lobe, and re- 
cently in the removal of the right lobe. 24 references. 


This represents a modification of methods of hemostasis now being used in this 
country.-1. S. R. 


PANCREAS 


104. The Fallibility of Pancreatic Biopsy. LEMUEL BowbEN, New York. Ann. 
Surg. 139:403—108, April 1954. 


Previously published work on the histologic changes in the pancreas following 
ligation of the pancreatic duct is compared with the histologic findings in the distal 
pancreas when carcinoma of the pancreatic head has caused duct obstruction. 
The findings vary in accordance with the duration of the obstruction, and usually 
include disruption of pancreatic lobules, distortion of acini, infiltration by inflam- 
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matory cells, dilatation of ducts, and proliferation of dense fibrous tissue. These 
histopathologic changes are identical with those found in chronic interstitial pan- 
creatitis. Photomicrographs are employed to demonstrate this similarity. 

\ “distal pancreatitis” may, therefore, be anticipated in any instance of pan- 
creatic cancer in which the tumor has caused some degree of pancreatic duct ob- 
struction. This distal pancreatitis necessarily forms the outermost layer of the 
gross tumefaction, which is the portion accessible to the surgeon's palpating hand 
or biopsy knife. High incidence of falsely negative biopsies is thus explained. 

Among 31 patients consecutively treated for cancer of the pancreas, 9 had been 
previously explored elsewhere, and biopsies had been taken. On the basis of 
negative reports tt was believed that they had benign pancreatitis. All died of 
cancer. During this same interval of time, 3 patients were unwittingly subjected 
to pancreatoduodenectomy for what eventually was proved to be benign disease. 
In this total of St patients having, or believed to have, cancer of the pancreas, 
extensive resections were thus performed, perhaps unnecessarily, in 8.8 per cent 


while, on the other hand, the opportunity for surgical cure was denied 26.5 per 


cent by failure to perform pancreatoduodenectomy because of reliance on a nega- 
tive histopathologic report. 

In the interest of curing more patients with cancer of the pancreas it is proposed 
that pancreatic resection, when technically feasible, be undertaken without  re- 
course to biopsy for all masses of uncertain nature in the head of the pancreas. 
On the basis of discussion contained in this paper it appears that a patient with a 
mass of unknown nature in the head of the pancreas has a chance of surviving pan- 
creatoduodeneetomy only slightly less than his chance of nof having cancer of the 
pancreas if the suspect mass is left undisturbed. 16 references. 6 figures. — Lemuel 


Bowden, MID. 


It is undoubledly true that unless the histopathologic report on the pancreas is post- 
live for carcinoma i is of liltle value diagnostically. However, a preoperative duodenal 
aspiration lo determine the presence of blood or carcinoma cells is important and may 
give an important indication of malignancy. If either of these findings is present on 
duodenal intubation, the finding of a mass with “distal pancreatitis” demands a pan- 
crealoduodenectomy, if there are no signs of spread of the disease, and if the patient's 
condition warrants it. O. W. 


105. Complications of the Operative Treatment of Pancreas Cysts (Komplika- 
fionen bei der Operativen Behandlung von Pankreaszyslen). H. FRANKE AND BE, 
KERN, Diisseldorf, Germany. Der Chirurg. 25:73-77, February 1951. 


Publications on the excellent results of the internal anastomosis of pancreas 
cysts have become more frequent in recent years, and considering the greatly re- 
duced duration of the disease and small danger of operation, this method will be- 
come accepted in surgery except in special cases, 

Complications which set in most frequently are persistent and disagreeable 
fistulae, and recurrences, 
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Following clinical observation it is recommended that: |. the internal anasto- 
mosis must have sufficient extension and width to avoid spontaneous separation 
and recurrence; 2. the right anatomic position and course of the anastomosis is 
important in order to avoid bends and stoppages; 3. greater care is indicated when 
palpating such cysts if the peritoneum of the patient is relaxed to a maximum by 
muscle-relaxing drugs, since great danger of rupture then exists. 

There follows a description of a special case (three operations) which brought out 
a cystic teratoma. All malignant cysts call for radical operation, which in modern 
surgery is no longer difficult. 39 references. 1 figures. 


If cystojejunostomy is indicated, the limb to be anaslomosed should be carefully 
designed to avoid any lension on the suture line. —C. J.B. 


GENITOURINARY SURGERY 
106. The Disadvantages of Ureterosigmoidostomy. c. bo CREEVY, Minneapolis, 
Minn. Canad. M. A. J. 70:172-175, February 19514. 

This paper is a brief summary of the disadvantages of ureterosigmoidostomy. 
This operation, which, coupled with cystectomy, has been advocated for early carci- 
noma of the bladder in an effort toimprove results, may substitute one bad situation 
for another. Experience has shown 70 per cent of symptom-free five year survivals 
after more couservative measures directed against early carcinoma of the bladder. 
Experience with ureterosigmoidostomy suggests that the five year survival will be 
no greater than this even in the absence of malignancy. Factors which operate to 
damage the kidney following this operation include stenosis of the end of the 
ureter, compression of the ureter where it passes through the bowel, regurgitation 
of infected material from the colon to the kidney, and, of course, the resultant 
hydronephrosis and pyelonephritis. As renal function suffers, hyperchloremic 
acidosis becomes an increasingly serious problem. 

No dependable means of avoiding these complications now exists, although it 
appears that prognosis could be greatly improved by making a terminal colostomy 
above the site of anastomosis of the ureters so that there is a separate compartment 
for urine which is at least free of fecal contamination. 30 references... Author's 
abstract. 


GYNECOLOGIC SURGERY 
107. Radiological Estimation of Pelvic Expansion. ARTHUR WEINBERG, Far Rocka- 
way, N.Y. 154:822-823, March 6, 1951. 


\ roentgenographic study was done of 171 multiparous obstetrical patients, each 
of whom had been subject to the identical pelvimetric technic in successive preg- 
nancies LO days before term. By computation of the data supplied by these pelvi- 
metric studies the authors have been able to estimate the degree and frequency of 
pelvic expansion during pregnancy and labor, and to evaluate the clinical signifi- 
cance of the findings. Results demonstrate coronal expansion of the inlet and mid- 
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pelvis in the majority of cases, and to what is considered a significant degree in 
about one third of the cases. The degree of pelvic expansion is permanent except 
when accompanied by symphysial spread, in which instance contraction takes 
place following delivery. There is no definite increase in the anteroposterior di- 
ameter or its posterior sagittal component at the inlet or midpelvis. Therefore, 
any increase in the pelvic capacity in successive pregnancies seems to be due to the 
linear expansion of the coronal diameters. 6 references..— Author's abstract. 


Two questions are left unanswered in this presentation: (1) What is the degree of 
expansion of the bony pelvis during pregnancy? and (2) How ts it possible to determine 
definitely whether expansion of the bony pelvic measurements is in the sacro-iliac joints 
or in the symphysis?—R. R. de A. 


108. A Review of Recent Advances in Radical Pelvic Surgery; Report of Three Cases. 
JOHN L. HARRIS, JR., HUGH H. TROUT, JR., HORACE A. ALBERTSON AND ALFRED 
p. JONES, Roanoke, Va. Virginia M. Monthly. 87:117-120, March 1954. 


\ new era of radical pelvic surgery opened in 1948 with the work of Alexander 
Brunschwig and his clinic, who reported extensive pelvic evisceration for advanced 
carcinoma. Following his reports, Bricker, Burt, Payne and others reported their 
modifications and additions to the original technics. 

Three of these radical operations have been performed since 1951 at Jefferson 
Hospital in Roanoke, Virginia. Case 1: A 36 year old white female complained 


of pelvic pain. Biopsy of a mass in the posterior vaginal fornix proved it to be an 
epidermoid carcinoma. The operation included a total hysterectomy, vaginectomy, 
and abdominoperineal resection of the rectum followed by a colostomy. The pa- 
tient at this time has no evidence of residual malignant tissue. 

Case 2: A 47 year old white female complained of low abdominal cramps of 
18 months’ duration. During the last 6 months she had had almost constant ab- 
dominal pain and required large amounts of daily narcotics. Physical examination 
revealed a hard fixed mass which replaced the cervix and extended into the broad 
ligaments. When operated on she was found to have a carcinoma with direct ex- 
tension to the mid-portion of the sigmoid. Both ureters were transplanted into the 
rectosigmoid below the sigmoid anastomosis following the removal of the malig- 
nant tissue, which included all uterine ligaments, ovaries, tubes, uterus, bladder and 
cervix. Since surgery she has gained 50 pounds and has no evidence of recurrence. 
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The Myth of a Surgically Useful Fascia in Vaginal 
Plastic Reconstructions 


James V.. Ricci, M.D.* 
Charles H. Thom, M.D.* 


Despite its importance, plastic repair probably has fewer experts and less general 
understanding than any other branch of gynecologic surgery. Though fatal results 
from such surgery are rare, badly handled surgery too frequently causes distress and 
recurrence. The failures stem from a lack of knowledge of the proper operative 
procedure indicated for the particular lesion, and from a lack of knowledge of the 
histoanatomy of the parts involved, that is, the relationship of the vagina to the 
juxtaposed organs and structures—-the urethra, the bladder, the rectum, and the 
anoperineal body. Both the gynecologist and the anatomist have contributed to 
the existing confusion. The anatomist, interested mainly in gross anatomy, has 
lacked a sound histologic basis for his conclusions. The gynecologist, searching for 
a means of holding up and maintaining sagging structures and organs, has placed 
reliance on a mythical support of his own creation. 

This mythical supporting structure was first mentioned in 1883 by Thomas Addis 
Emmet,' then an attending physician at the Woman's Hospital, New York City, 
who called it a fascia, initiating the idea that a pelvic fascia surrounding and sup- 
porting the pelvic organs is essential in reconstructive female genital surgery. The 
influence of the Woman's Hospital as a teaching center of plastic gynecology in the 
late nineteen hundreds was far reaching. In Vienna, under the aegis of Josef Halban, 
Privatdozent fur Geburtshilfe und Gyndkologie and Professor Doctor Julius Tandler, 
Prosektor der ersten anatomischen Lehrkanzel,* Emmet’s original pelvic fascia emerged as 
the fascia endopelvina (1907). In 1917 the fascia endopelvina of the Viennese school 
was brought back to New York City by the Teutonically oriented Robert T. Frank® 
of Mount Sinai, who extolled the fascia as a supporting and reconstructive aid and 
described the nonexistent fascia propria of the vagina, in addition to what he called 
pillars of the bladder." 

Determined to retain ‘‘fascial’’ laurels for the Woman's Hospital, R. Rawls,‘ 
then an assistant attending, presented a preliminary report on an operation for 
cystocele before the New York Obstetrical Society and at the forty-third meeting 

* Director of Gynecology, New York City Hospital, Welfare Island, New York. 

t+ Director of Gynecology, St. Vincent's Hospital, Staten Island, New York. 
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of the American Gynecological Society on May 15, 1918. Although Rawls dis- 
missed Frank with a brief and disdainful comment, he was completely convinced 
of the existence of afascia. To uphold further the" fascial’’ traditions of the Woman's 
Hospital, G. Gray Ward,° then surgeon in chief of that institution, read a paper on 
the cystocele before the Obstetrical Society of Philadelphia in 1919. Ward, who 
had been thoroughly indoctrinated by Frank, also considered “* pillars of the bladder,”’ 
uteropubic and pubocervical fasciae essential to pelvic reconstructive surgery. Thus 
Frank and Ward, by virtue of their positions as directors of two of the leading 
gynecologic centers in New York City, imposed their views on their contemporaries 
and influenced their successors. 

The literature on plastic gynecology written in America during the first half of 
the present century presents a wide fascial vocabulary. What Emmet originally 
called the pelvic fascia, and Halban and Tandler called the fascia endopelvina, 
gradually assumed such varied and confusing designations as the pubovesicocervical, 
pubovesical, pubovaginal, subcervical, paravesical, uteropubic, vesicovaginal, para- 
vaginal, perivaginal, urethrovesicovaginal and urethrovaginal fascia. Interspersed 
with these, are the fascia propria of the vagina, the perivaginal fibrosa, “* pillars of 
the bladder,’’ mesenteroids, mesovesica, mesovagina, uterovesical ligament and 
musculofascial tissue. Singularly enough, despite this extensive terminology of 
fascial structures evolved by gynecologists, the most comprehensive contemporary 
texts on anatomy omit the mention of any such designations even in the smallest 
print. What was so widely accepted and so vividly portrayed by gynecologists had 
no recognition in anatomy textbooks. 

During the last century the existence of a supporting visceral pelvic fascia which 
is lacerated, deviated or attenuated in cystocele, urethrocele and rectocele was on 
occasions challenged. P. A. Huguier,® a leading gynecologist of Paris, was the 
first to portray a cleavage plane, without a supporting visceral pelvic fascia, between 
the vagina and the juxtaposed organs (1859). Three years earlier J. Marian Sims, 
in performing an elytrorrhaphy, inadvertently devised an original method of exposing 
a cleavage plane between the vaginal wall and the bladder wall. Using a Ricord 
phimosis clamp, he attempted to cure a cystocele by removing the sagging tissue in 
the areas of the bladder and the vagina. He was quite prepared to remove a portion 
of the bladder since he was an expert in bladder repair. After excising a thick 
portion of the anterior wall he said:’ 


My surprise was equalled only by my delight when I found that I had not succeeded in doing what I 
intended, for instead of excising the base of the bladder with the anterior wall of the vagina, | had by 
the tenaculum simply raised the hypertrophied vaginal tissue up between the blades of the forceps, luckily 
separating it from the lining membranes of the bladder. 


Sims did not realize the technical value of this amazing and rather foolhardy 
performance. He had apparently entered the avascular space—a cleavage plane 
and thus avoided injury to the bladder. He never repeated the procedure, perhaps 
because he was frightened by the gaping wound and the possibility of hemorrhage 
from the vaginal wall. 


In 1866 Jacob Henle,* one of the few great histoanatomists of the world, pub- 
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lished the first freehand drawing of the microscopy of all tissues between the mucosa 
of the bladder and mucosa of the vagina. His drawing clearly shows what he called 
a loose cellular tissue between the wall of the bladder and the vagina, but there is 
no evidence of a supporting fascia. For many years this valuable microscopy was 
completely neglected by gynecologists and anatomists alike. It was first reproduced 
21 years later by Henry C. Coe in his chapter on the anatomy of the pelvic organs 
in the first volume of A System of Gynecology by American Authors (1887). Coe, then 
pathologist at the Woman's Hospital, was thoroughly familiar with the microscope 
and with the German literature on histology and pathology. 

The first gynecologist to call this thin cellular tissue separating the bladder wall 
from the vagina “loosely areolar tissue’’ was T. Gaillard Thomas" in 1872. He 
failed to mention in his text whether he had seen it under the microscope, but in a 
detailed description of an operation on the sagging anterior vaginal wall (cystocele), 
he stated that a grooved director used as a glove stretcher was gradually insinuated 
through the areolar tissue between the vagina and the bladder wall up to a point 
near the urethral bladder junction. At this point the areolar tissue between the 
vaginal wall and the bladder wall comes to an end. 


The numerous innovations used in attempts to repair a cystocele and rectocele 
during the late nineteenth century, and well into the present one, all centered on 
various patterns of mucosal denudations. The first to recognize and stress the in- 
effectualness of such denudations in repair of a cystocele was B. F. Hadra'! of Texas 
1889). He used a crescentic incision just above the cervical os and advised cutting 


through the entire thickness of the vaginal wall, displacing the bladder upward. 
The existence or nonexistence of a supportive fascia did not concern him. 

A most significant statement supported by microscopic studies was made by the 
eminent English gynecologist D. Berry Hart in 1884. He spoke of a pelvic fascia, a 
sheetlike structure covering the pelvic muscles; and a loose areolar tissue or tissue 
fascia surrounding the contractile organs: the vagina, the bladder and the rectum. '” 

By the anatomical term fascia two totally distinct structures are meant, viz. (a) sheets of thin or thick 
felted connective tissue—‘‘sheet fascia’’ or (b) loose areolar tissue—'‘loose tissue fascia.’" These two 
kinds vary in function, as we find the former giving attachment to muscles, as in the well-known Pelvic 
fascia; while the latter surrounds the contractile organs, viz. the Bladder, Rectum and Uterus, and by its 


looseness permits of that contraction, and consequent diminution in all directions, which a strong firm 
fascia, as the Pelvic fascia, would not allow. 


In the first edition of W. Blair Bell's'* text, Princeples of Gynaecology (1910), there 
are two photomicrographs which clearly demonstrate loose areolar tissue between 
the vagina and the juxtaposed musculature of the bladder above and the rectum 
musculature below. Bell erred in assuming that there was a similar relationship 
between the vaginal wall and the urethral wall. 

In 1913 M. J. Moritz!‘ of Great Britain portrayed the cross section of a fetal pelvis 
prepared by Henry Platt, showing the areolar tissue separation between the vagina 
and the bladder wall anteriorly and the vagina and the rectal wall posteriorly, and 
a complete fusion of the vaginal wall with the musculature of the urethra. 


Unacquainted as he was with these scant microscopic findings on the nature of 
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the tissue in these areas, Dougal Bissell, in the nineteen twenties, made a significant 
contribution to vaginal plastic surgery by deviating from the time honored method 
of blindly separating the ‘‘ vaginal mucosal layer’’ from the “‘sub-lying fascia’’ and 
bladder. Instead, approximately three fourths of an inch above the tip of the cervix 
he folded the vaginal wall and cut deliberately across its entire thickness, entering 
a space containing shreds of loose areolar tissue between the bladder wall and the 
vaginal wall. He observed definite cleavage planes—one separating the bladder 
from the surface of the cervix and fundus up to the peritoneal reflection, the other 
separating the bladder from the vaginal wall up to the urethra—but no fascial layers. 
The apparent adherence of the bladder to the vaginal wall is a pathologic result of 
the constant rubbing of the bladder musculature against the vaginal wall. 

Dougal Bissell’s contribution in 1930 to the discussion of an article presented 
before the members of the New York Obstetrical Society by R. A. Hurd in 1929 
was the first attack directed against the adherents of the “‘ pubovesicocervical fascia."’ 
He said decisively :'® 


If one dissects this region (vesicovaginal) expecting to isolate a distinct fascial layer between these 
organs, such a layer as can be used independently for reconstructive purposes, he will be disappointed. 

The pathology of a cystocele centers on the line of demarcation between the two muscle walls (bladder 
and vagina); and the first point of interest in the technic of surgical repair is the method of approach to 
this injured area. The common method ot approach is by a longitudinal incision through the anterior 
vaginal wall from a point near the base of the urethra to a point near the junction of the vaginal wall and 
the cervix. It not infrequently happens that the anterior vaginal wall is greatly hypertrophied when a 
cystocele exists. Under these circumstances, the operator may find it difficult, when using the longitudinal 
incision, to determine the line of cleavage between the bladder and vaginal wall and will follow artificial 
lines of dissection in the thickened tissue. In the technic I have developed for the cure of cystocele, I reach 
the line of cleavage between the bladder and vagina through a transverse incision of the anterior vaginal 
wall at a point near the junction of the anterior wall and the cervix; here, as I have said, is found normally 
a somewhat loose connection, and when injury occurs resulting in a cystocele, the looseness is increased, 
and if this point is used for the initial incision, we will find in cutting through the entire vaginal wall a 
definite and enlarged space beyond, with more or less loose connective tissue. . . . It is, therefore, my con- 
viction that we are in error if we teach that there is a definite fascial layer, which can be isolated and utilized 
for surgical repair. 


If G. Gray Ward, then in an important position at the Woman's Hospital, had 
been convinced by Bissell’s statement he might have abandoned the misconception 
about bladder pillars and fascia which has survived to plague vaginal plastic sur- 
geons up to the present day. 

It is quite possible that E. Hesketh Roberts'* of Lewisham, England, realized the 
inestimable value of Bissell’s discussion, for in his small text on prolapse of the 
female viscera (1931) he stated: 


Attention has already been drawn to the importance of recognizing the presence of a layer of loose areolar 
tissue of low vascularity between the genital tube posteriorly and the bladder and urethra anteriorly while 
the true walls of these viscera are highly vascular. The intervisceral arcolar tissue is almost avascular in 
the middle line, but increases in vascularity towards the lateral borders of the viscera. Its vascularity is 
also sometimes increased at the level of the internal meatus a little to cither side of the middle line; at this 
level small vessels sometimes accompany the few fibres which appear to be continued backwards from the 
bilateral true anterior pubo-vesical ligaments to enter the anterior vaginal wall . 
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Among his suggestions for performing anterior colporrhaphy is the following: 


To avoid splitting the anterior vaginal wall into layers because this necessarily entails damaging a struc- 
ture which is normally thin and involves loss of blood which can be avoided by using a different tech- 
nique. ... 

The splitting into layers is still done extensively under the guise of isolating an imaginary entity, the 
““pubo-cervical muscle,"’ or with the definite object of retaining a layer of so-called ‘‘utero-pubic fascia” 
on the superficial aspect of the bladder. 


Thus by the early thirties it had become evident to a few gynecologists that a 
supportive visceral pelvic fascia between the vagina and the bladder was illusory. 
Byron H. Goff,'’ then assistant to Dougal Bissell, determined to make a microscopic 
study of the controversial area: the vagina as it comes in contact with the urethra, 
the bladder, the rectum and the anoperineal body. He obtained a specimen removed 
from the pelvis of a well developed nullipara, 27 years of age, 16 hours after death 
caused by a chest injury. The specimen consisted of all the intrapelvic soft parts 
including the external genitals and the anoperineal area en masse. 


After adequate fixation and bisection, sections were removed for microscopic 
study from the following areas: (1) a section through the anterior vaginal wall and 
the urethra, from the mucosa of one organ to the mucosa of the other with all the 
intervening tissue, at a level above the point at which the urethra penetrates the 
superior layer of the triangular ligament; (2) a section through the anterior vaginal 
wall, the wall of the urethra and part of the wall of the bladder at a point where 


the urethra passes through the bladder wall; (3) a section through the anterior 
vaginal wall and the adjoining wall of the bladder at the mid-point of the vesical 
trigone; (4) a section through the upper portion of the anterior vaginal wall and 
the adjoining wall of the bladder just below the cervicovesical junction. Similar 
sections were taken at various levels posteriorly, including the posterior vaginal, 
the rectal and the perineal areas. 

On the basis of this microscopic study, Goff concluded that in the normal nullipara 
there was no tissue between the walls of the vagina, urethra, bladder and rectum 
which could logically be termed fascia (in the histologic concept of the term) to 
be utilized surgically. His further conclusions were that no fascia exists between 
the anterior vaginal wall and the muscular wall of the urethra; that there is a thin 
layer of fascia of the areolar type between the anterior vaginal wall and the wall of 
the bladder; and that there is a similar thin areolar layer of fascia between the 
posterior vaginal wall and the rectum. These two areolar layers (anterior and 
posterior to the vagina) condense and fuse in the lateral walls of that organ. He 
concluded that the successful surgical correction of a cystocele depends on utilizing 
the entire thickness of the vaginal wall rather than the fragile areolar mesh sur- 
rounding it. But it was rather unfortunate that Goff retained the term fascia to 
designate this loose areolar tissue. 

Goff's microscopic findings of 1930 based on a nulliparous specimen were corrobo- 
rated by a similar microscopic study by H. Koster'* in 1933, based on a similar 
specimen removed from a multipara, 31 years of age. The following significant 
observations are from Koster's report: 
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Microscopically there is no well formed, dense, fascial tissue in cither the rectovaginal or vesicovaginal 
septum. The tissue separating the rectal from the vaginal, and the vesical from the vaginal walls is a 
loose, areolar connective tissue. The tissue, because of its character and composition, could have no re- 
straining action in the prevention of either rectocele or cystocele and could also have no value in the repair 
of such conditions 


The miscellaneous microscopic data on the subject and the microscopic evidence 
based on Goff's and Koster’s independent studies of single specimens did not con- 
vince the majority of gynecologists, who continued to believe in the idea of a pubo- 
vesicocervical, a urethrovaginal and a rectovaginal fascia. In 1947 the departments 
of gynecology and pathology of the City Hospital of New York undertook a thorough 
microscopic study of the structures and organs involved, basing their investigations 
on a total of 22 specimens. 

Each specimen consisted of the fundus, cervix, urethra, vagina, rectum, anal 
canal and perineal body removed en masse and fixed in its undisturbed state. Of 
these specimens, 4 were removed from cadavers of fetuses that were 4, 6, 8, and 9 
months of age; 3 specimens were removed from cadavers of infants-—6, 12, and 19 
months of age; the remaining 15 specimens were removed from cadavers of adults 
20, 24, 25, 31, 34, 37, 41, 2 of 42, 43, 47, 60, 62, 67, and 72 years of age. Only those 
cadavers presenting no visible evidence of pelvic lesions were selected. Death in 
cach instance was due to an extragenital, extrapelvic lesion. Specimens were placed 
in fixing fluids, and in some instances the urethral, vaginal and anorectal canals 
were packed with cotton. The relationship of the vagina to the surrounding organs 
was maintained in all instances. Two specimens were embedded in parattin and the 
remainder in celloidin. Certain specimens were subjected to serial cross sections, 
others to serial sagittal sections and still others to both, after an accurate bisection. 
Each section was made to demonstrate all tissue intervening between and including 
the mucosa of the vagina and the mucosa of one or more adjacent organs, i.c., all 
tissues between the mucosa of the vagina and that of the urethra; the vagina and the 
bladder; the vagina and the anal canal; the vagina and the rectum. The tissues 
were subjected to hematoxylin, eosin, to Verhoeff’s clastica stain and van Gieson's 
connective tissue stain. Approximately 1,200 slides were stained and studied in 
this series. 

In every instance the urethra and bladder were lined with transitional epithelium; 
only the urethral orifice had a variable amount of squamous epithelium. Neither 
the urethra nor the vagira had a true submucosa, and the epithelium lay directly 
upon a substantia propria. The rectal wall conformed to the usual description 
mucosa, submucosa, inner circular and outer longitudinal muscle coats. The epi- 
thelium of the anorectal area covered the posterior surface of the perineal body. 

The vaginal wall was found to be a fibro-muscular-elastic structure with abundant 
connective tissue fibers. The muscular fibers were not separated into two distinct 
layers of inner circular and outer longitudinal, but consisted of circular and longi- 
tudinal fibers of irregular distribution. It was only in the mid-portion of the vagina 
that the arrangement of the circular fibers suggested a definite pattern. In the same 
location both the circular and the longitudinal fibers were thicker, particularly in 


the lateral and posterior portions. These muscle fibers lost their identity in that 
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portion of the vaginal wall forming the fornices and the cervix. Inferiorly, they 
also lost their identity around the introitus of the vagina and perineal body. The 
vascular components of the vaginal wall were abundant in the mid-portion and in 
the lateral portions of the vagina. 

The mucosa of the anorectum was found to be loosely attached by its submucosa; 
the muscles at the anorectal junction were completely integrated into the perineal 
body. Above the perineal body the inner and outer muscular layers of the rectum 
were separated by an areolar tissue as loose in texture as the submucosa or the areolar 
zone lying between the rectum and vagina. The muscularis of the rectum was 
extremely thin, becoming increasingly thick and compact as it approached the 
rectosigmoid. 

The results of this study showed that there is a complete fusion of the fibro- 
muscular-elastic wall of the vagina and the juxtaposed wall of the urethra throughout 
its entire length, from the external urethral orifice to the trigone of the bladder. 
These two walls are closely integrated by interweaving strands of collagenous con- 
nective tissue and elastic fibers, with no line of separation whatever, although the 
portion closer to the urethral canal is more vascular than the portion closer to the 
vaginal canal. Between the urethra and the vagina there is neither a cleavage 
plane, areolar zone, nor any substance remotely resembling a sheetlike structure of 
compact connective tissue, 1.¢., a fascia. 

There is a definite line of separation, cleavage plane, or areolar zone between the 
anterior vaginal wall and the juxtaposed wall of the bladder from the vesicouterine 
fold to the trigone. This line of separation is marked by the presence of loose shreds 
of areolar tissue. There is no substance between the bladder and the anterior vaginal 
wall which in any way resembles a sheetlike structure of compact connective tissue, 
i.e., a fascia. 

There is a complete fusion of the vaginal wall with the short anoperineal canal. 
The point of fusion ends approximately where the anal canal continues as the rectum. 
Between this portion of the vagina and the anoperineal canal there 1s no cleavage 
plane, areolar zone, nor any other substance remotely resembling a fascia. 

There is a definite line of separation a cleavage plane or areolar zone —between 
the posterior vaginal wall and the juxtaposed rectal wall, beginning approximately 
at the anorectal junction and ending where the rectum comes in contact with the 
cul-de-sac peritoneal reflection. The separation of these two organs is marked by 
the presence of loosely shredded areolar tissue. But between the posterior vaginal 
wall and the rectum there is again no substance which in any way resembles a fascia. 

Carrying this microscopic data from the laboratory into the operating room, it 
must be realized that there is no areolar cleavage plane between the anterior vaginal 
wall and the wall of the urethra; in fact, the complete fusion of the two fibro- 
muscular-clastic structures necessitates blunt dissection to separate the urethra from 
the vagina. Separation of the fused layers of tissue of these two organs leads to an 
unavoidable but manageable general ooze. 


The presence of a definite line of separation —an avascular areolar cleavage plane 
between the fibro-muscular-elastic vaginal wall and the bladder wall facilitates a 
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cleancut and bloodless separation of these two organs if the operator enters the true 
avascular vesicovaginal space. On the other hand, the absence of an areolar cleavage 
plane between the outermost portion of the posterior vaginal wall and the perineo- 
anal canal-—in fact, the complete fusion of these structures—necessitates blunt dis- 
section to effect a separation of this portion of the vagina. Separation of the fused 
layers of tissue of these organs entails an unavoidable but manageable general ooze 
and even brisk bleeding. 

In the rectovaginal area, the existence of an avascular areolar cleavage plane 
between the posterior vaginal wall and the rectal wall, beginning approximately at 
the anorectal junction and ending where the vaginal wall fuses with the cervix, 
and the rectum comes in contact with the cul-de-sac peritoneal reflections facilitates 
a bloodless separation of the rectum and the vagina, provided the surgeon enters the 
true avascular rectovaginal space. 


Gynecologists’ lamentable reluctance to accept the fundamental histoanatomic 
relationship between the vagina and the juxtaposed organs has led to a mass of 
misconceptions and cluttered the literature with ill chosen and meaningless designa- 
tions of nonexistent structures. It is no wonder that the younger gynecologist finds 


the subject of vaginal plastic surgery utterly confusing. 

Any gynecologist who has not carefully studied the histology of all tissues inter- 
vening between the mucosa of the vagina and that of the bladder, urethra, rectum 
and anoperineum will invariably isolate some nondescript tissue between these 
organs, thus actually creating a “‘fascia’’ by splitting the vaginal wall into two 
layers. The gynecologist aware of the histology of all these tissues knows that no 
fascia whatsoever lies between these organs. 

Unfortunately, older gynecologists who have long believed firmly in fascial struc- 
tures as an aid to vaginal plastic surgery will probably continue to cling to their 
concepts in spite of the incontrovertible microscopic evidence to the contrary. 
Technics in vaginal plastic surgery will continue to vary for some time until the 
search for a mythical fascia is finally abandoned. 
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NORMAL PREGNANCY INCLUDING DIAGNOSTIC TESTS 


101. Frequency and Significance of Bleeding in Early Pregnancy. H\ROLD SPEERT 
\ND ALAN F. GUTTMACHER, New York. J.A.MLA. 155:712-715, June 19, 1954. 


Among the vertebrates, from the fishes to the primates, whenever the embryo 
is dependent on maternal sustenance beyond the ovum stage, maternal red blood 
cells may be found in admixture with the pabulum of the brood chamber, where 
they provide an important source of iron for the embryo. In certain mammals, 
notably the rat and the rhesus monkey, the extravasated maternal blood passes 
through the cervix and into the vagina, where it is detectable microscopically, 


sometimes macroscopically, and comprises the “placental sign” of early pregnancy. 
The possible occurrence of this phenomenon in humans was studied by means of 
vaginal smears within the first 60 days of pregnancy (menstrual age) in a group of 
68 normal obstetric patients. Red blood cells were present in the smears of 12 
patients (18 per cent) on the following days: 33, 37, 11, 13, 46, 18, 52 (2 cases), 
53, 55, and 57 (2 cases). Only L of these 12 patients aborted. In another series of 
225 consecutive obstetric patients who did not abort, 49 (21.8 per cent) reported 
bleeding at some time between the twenty fourth and one hundred ninety sixth 
days of pregnancy, and in only 2 of these patients was a visible lesion of the cervix 
present to account for it. In 8 per cent the bleeding began on or before the fortieth 
day of pregnancy. Physiologie bleeding of early pregnancy may occur at about 
the time of the first missed menstrual period and result thereby in miscalculation 
of the duration of pregnancy. Ina series of 700 consecutive private patients, only 
about a third of those who stained or bled before the one hundred ninety sixth day, 
aborted, while two thirds carried to viability. The physiologic bleeding of early 
pregnancy is distinguished from the bleeding of abortion by the smaller volume of 
blood flow of lighter color, absence of uterine cramps, and accompanying nausea. 
16 references. | table. Author's abstract. 


102. Trends in Maternal and Perinatal Mortality in New York Cily. HELEN M. 
WALLACE, EDWIN M. GOLD, LEONA BAUMGARTNER, MARGARET A. LOSTY AND 
HERBERT RICH. 155:716-718, June 19, 1954. 


This article describes the trends in maternal mortality, neonatal mortality, fetal 
deaths, incidence of prematurity, birth weight distribution, and mortality rate 
among prematurely born infants from 1945 through 1951 in New York City. In 
this period there was a significant decline in maternal and postneonatal mortality, 
less so in neonatal mortality. There was no change in the fetal death rate or in 
duration of pregnancies terminating in fetal death, as demonstrated by the time of 
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occurrence of the fetal deaths or their weights. There was no decline in the inci- 
dence of premature birth and no change in the birth weight distribution of pre- 
mature infants born alive except for an increase in live births in the under 1,000 
gram weight group. The infant mortality rate among premature infants declined 
in all birth weight groups. Nonwhite premature infants were in a disadvantageous 
position compared with the white through 1948; since that time the nonwhite pre- 
mature infants show a better survival rate than the white. 

The implications of these facts for maternal and child health services is discussed, 
pointing to the need for improvement in antepartum care and research. 


103. Diagnosis of Early Pregnancy by Cervical Mucus Smears. L. D. SPRAGUE, 
Tueson, Ariz. Obst. & Gynec. 4:117-121, July 1954. 


This study, comprising over 900 cervical mucus smears taken in suspected early 
pregnaney, confirms Roland’s original work indicating the value of such smears in 
diagnosing pregnancy. Performance of the test is simple and rapid, and the result 
can be read within several minutes. Prolonged corpus luteum function, estrogen 
or progesterone administration, or the presence of blood will interfere with the 
result obtained. The test can also be used to advantage as an aid in sterility studies, 
a gauge of estrogenic activity, and as an indicator of ovulation. 

In a small percentage of patients (4.6 per cent) atypical crystallization appears 
which must be differentiated from the true fern pattern. Atypical crystals assume 
a variety of forms but are wholly different from the true fern —a well defined central 
stem with side branches arising from it like palm leaves. Cervical mucus slides 
from pregnant patients show complete lack of true fern pattern, but may show 
atypical crystals. Both atypical and typical (true) ferns appear in the nonpregnant 
state except from about the twenty second day of the cycle on through to the 
fifth day. 

An extremely small percentage (less than 1 per cent) of false negatives are re- 
ported. In this study there were no false positive reactions. The substance or 
substances responsible for this phenomenon are as yet undetermined. 6 references. 
5 figures. -Author’s abstract. 


104.) Vyometrial Response; Activity of Isolated Strips of Myometrium from the 
Pregnant Human Uterus at Term. witLiam s. GOLDFARB, New York. Obst. 
& Gynec. 3:248-253, March 19514. 


Strips of human myometrium from the term pregnant uterus were exposed to 
different substances in a normal saline bath at constant temperature. This ex- 
periment showed a response of the myometrium only where the stimulating sub- 
stance acted directly on the muscle fibers. Human myometrium with Os» diffusing 
through the bath showed no contraction. When posterior pituitary extract (with 
all three fractions), was added, no contraction occurred. When Oy was discon- 
tinued and COs used, the muscle contracted. Ergotrate maleate added to the 
bath caused a milder muscle contraction than that caused by the CO... The oxy- 
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tocic action of posterior pituitary extract must be produced through the uterine 
circulatory or nervous supply. The vasopressor factor in posterior pituitary ex- 
tract can curtail the O. supply to the intact human uterus, therefore the oxytocic 
action of the posterior pituitary extract is produced by a vasoconstriction of the 
blood supply. This accumulates CO, and thereby produces contraction. The 
pituitary substance producing the oxytocic and vasopressor action in the human 
is therefore the same. It may be that all effects of the posterior pituitary gland 
are the result of a single secreted substance producing a response in different organs 
by its vasoconstricting ability, ie., the multiphasic action of a single secretion. 
As the uterine mass grows in pregnancy, the blood flow through the same unit of 
the uterus diminishes, since the caliber of the incoming arterial supply is fairly 
rigid. The oxygenation of the uterus decreases with the expanding vascular bed, 
and practically outgrows its circulation by term. Since COs is oxytocic to the 
human uterus, this would be a plausible explanation of how labor is caused. On 
this basis, the variable state of the uterine vascular bed may determine whether or 
not an induction with pituitary extract is successful. 


105. Capillary Resistance Studies; Part II: Lale Pregnancy, Labor and Early 
Puerperium. ©. H. M. WALKER AND ¢C. L. BALF, Edinburgh, Scotland. J. 
Obst. & Gynaec. Brit. Emp. 67:17-30, February 1954. 


\n investigation was made of the normal variations in capillary resistance during 
late pregnancy, labor, and early puerperium. The literature regarding technic was 
reviewed and the importance of the site chosen, age of patient, menstrual state of 
the controls, season of the year, and time of day of the tests assessed. The routine 
was planned to make adequate allowance for these factors. 

\ control group of 74 members of the nursing staff was tested and the findings 
compared with 1. the results obtained from 57 expectant mothers during their last 
six weeks of pregnancy, 2. those obtained during labor, and 3. those obtained 
during the first eight days of the puerperium. A significant fall in resistance prior 
to term and a significant rise during labor and the puerperium were observed. 
The final level at the eighth day was still above normal, indicating an overcom- 
pensatory effect following the onset of parturition. The observations were not 
continued long enough to discover the time at which the normal resistance was 
regained. The minor complications of pregnancy and puerperium such as mild 
preeclamptic toxemia or hypertension and minor postpartum hemorrhage did not 
influence the findings in any way, and these cases were therefore included in most 
of the analyses in this section. 

Vitamin P (60 mg. three times daily) was given to 30 women antenatally during 
the last six weeks of pregnancy. When results were compared with those of 30 
pregnant control cases, the vitamin did not appear to affect the resistance to any 
significant extent. 

There was no demonstrable relationship between the capillary resistance and the 
blood loss during labor, the period of gestation at which labor took place, the 
duration of labor, or obstetric operative procedures. The usual changes observed 
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during any surgical operation appeared to be masked by those found during labor 
—a process which in itself, of course, involves blood loss and minor trauma. 

No relationship could be demonstrated between the infants’ and the mothers’ 
resistance in terms of absolute values, but the trend of rising resistance from birth 
till about or after the eighth day of the puerperium was observed in most cases in 
both mother and child. 

The trends detailed above are probably caused by a combination of factors. It 
seems likely, in view of the experimental work in dogs, that estrogens exert an 
influence on capillary resistance, though the response varies from one individual to 
another, and varies also according to the duration of exposure to high estrogen 
concentrations. The relationship between this hormone and palmar erythema and 
vascular nevi of pregnancy is of great interest; it seems likely that the high level of 
circulating estrogen (probably estriol) plays a part in loweritfg the resistance prior 
to parturition. The inverse relationship is maintained during the puerperium, 
though it is not so pronounced during the menstrual cycle. Certain detailed in- 
formation is required before this latter point can be clarified. 

There is good evidence that a direct relationship exists between the capillary 
resistance and cortisone and ACTH. This is maintained on examination of the 
findings during pregnancy, labor, and early puerperium, but, as in the case of the 
estrogens, the relationship is less well established during the menstrual cycle. The 
connection between vitamin C and cortisone is not fully understood, though there 
is little doubt that this vitamin and possibly the allied vitamin P are related to the 
seasonal variation in capillary resistance. Whether or not these vitamins act via 
the adrenal gland it is impossible to decide at present. It has been shown that 
intravenous infusion of histamine causes a fall in capillary resistance, and that the 
response to this infusion is altered during normal pregnancy. This altered response 
may be due to excessive histaminase found in pregnancy plasma at term, but there 
is also present an easily detectable amount of circulating histamine which coincides 
with the prenatal lowering of the resistance. 

The factors influencing capillary resistance in late pregnancy and during labor 
and the puerperium are multiple. Of those discussed, histamine and vitamin de- 
ficiency states may play a minor role; the estrogens and adrenal hormones are 
the most important. 54 references. 1 figure. 9 tables.—Author’s abstract. 


PATHOLOGIC: PREGNANCY 


106. Perforated Carcinoma of the Cecum in Pregnancy. EDWARD G. WATERS AND 
E. D. FENIMORE, Jersey City, \. J. Obst. & Gynec. 3:263-267, March 1954. 


\ rare cause of maternal death, such as carcinoma of the bowel, assumes pro- 
gressively greater importance as deaths from sepsis, hemorrhage, and toxemia 
decrease. The literature on bowel cancer during pregnancy is sparse, as might be 
expected, with an increase in diagnosed cases following awareness and recognition 
of its existence. The literature from 1874 is reviewed. 


In most of the reported cases, the bowel became obstructed before a diagnosis 
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was made, and this was generally after the fifth month of pregnancy. The highest 
mortality was from cancer of the rectum. Many of the cases were not followed 
except for a short postoperative period. Cancer in the proximal portion of the 
large bowel was a rarity, and none was noted in the cecum. The only one that 
perforated intraperitoneally was Swartley’s case of rectosigmoidal cancer. 

Almost without exception, where the data are recorded, symptoms indicating 
bowel dysfunction and partial obstruction were present, and generally mistaken 
for pregnancy constipation. Secondary anemia, leukocytosis, loss of weight, and 
vague or severe abdominal pain are also recorded. In our own experience, intes- 
tinal obstruction complicating pregnancy is generally produced by extralumenal 
lesions, usually postoperative adhesions. We have seen only one case of cancer of 
the large bowel associated with pregnancy other than the one recorded here. As 
in the case described, the early symptoms are generally overlooked and = misin- 
terpreted, often with fatal results. Delivery seems to hasten obstructive symptoms, 
and the diagnosis is often made postpartum. The recorded tumors, with few ex- 
ceptions, have been adenocarcinomas. Roentgenograms taken in the last half of 
pregnancy have been misguiding and generally not to be trusted. This was cer- 
tainly true in our experience. Commonly they indicate only a long-standing low 
obstruction due to some undetermined lesion. Abdominal observation and pal- 
pation plus rectal examination have been of greater value. 

Case reporl: R. B., age 37, gravida TI, para |, admitted February 4, 1959, 
because of abdominal pain and vomiting. The past history was not revealing, 
except for typhoid in childhood, appendectomy in 1939, and spontaneous abortions 
at two and one half months in 1945 and 1948. Her last period was June 11, 1919; 
expected date of confinement was March 18, 1950.) She experienced nausea and 
vomiting during the entire pregnancy, with periods of severe exacerbation, and 
suffered constant epigastric distress, insomnia, constipation, progressive loss of 
weight, severe headaches, and moderate anemia. Roentgenograms of the upper 
gastrointestinal tract showed nothing abnormal. 

When admitted in her thirty-fourth week of pregnancy the patient was nauseated 
and vomiting. The entire abdomen was extremely tender and rigid, with abdominal 
pains recurring every 5 to 8 minutes, later becoming constant. Consultation 
diagnosis was abruption of placenta with concealed hemorrhage, and cesarean 
section was advised. At operation, the abdomen was full of pus, thick gray exudate, 
and extensive adhesions. Two cigarette drains were placed, and the incision was 


closed. Diagnosis was general peritonitis, cause undetermined, complicating 
pregnancy. 


The postoperative course was febrile and stormy, with gradual recovery until 
patient was discharged February 22, 1950. She was readmitted February 27, 1950, 
and in one hour delivered a female baby which has survived. On admission, the 
white blood count was 22,550, 99 per cent polymorphonuclears. The postpartum 
temperature fluctuated from 101.2 F. to 104.6 F., pulse 100 to 160 for the first week, 
despite large administrations of penicillin (16.5 million units), dihydrostreptomycin, 
and chloromycetin. A hard tender mass was palpated in the right iliae fossa. The 
patient was repeatedly nauseated, with severe colicky abdominal pains. 
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\ gastrointestinal roentgenographic series 12 days postpartum was inconclusive. 
Two days later, barium enema showed incomplete filling of the ascending colon and 
cecum, and diagnosis was a “deformity involving the cecum and ascending colon, 
believed due to intrinsic pressure from an inflammatory mass,” corroborated by 
another gastrointestinal series. The patient improved until discharge March 21, 
1950, 23 days postpartum. 

She first came under our observation (E.G.W.) on her third hospital admission, 
March 26, 1950. The senior author’s examination follows: “In the abdomen there 
is a fixed tender mass at the level of the right anterior superior iliac spine, the size 
of a grapefruit, with tympany over it. The mass terminates at the pelvic brim, 
reaches upward nearly to the umbilicus, and laterally to the old stab wound. The 
rest of the abdomen is level and nontender, with normal tympany. The uterus is 
not palpable. On vaginal examination, the cervix is. . . enlarged and soft. The 
uterus is anteverted, involuted, semimobile, with no attached masses. There are 
no masses or fluid in the cul-de-sac. The tumor noted abdominally does not reach 
the pelvis. Diagnosis is a walled-off abdominal abscess, paracecal, with retroperi- 
toneal cellulitis. The initial etiologic factor is obscure, but could have been: 
(1) perforated Meckel’s diverticulitis, (2) suppurative ovarian neoplasm, but prob- 
ably (3) perforative lesion of the cecum, neoplastic or ulcerative. In any case, 
there is now a residual secondary abscess well walled off, and drainage alone is 
now indicated, with subsequent correction of the primary pathology.” 

The patient was prepared for surgery with transfusions and antibiotics. At 
surgery, the huge mass was found to be a carcinoma of the cecum and lower as- 
cending colon which had perforated (first admission), sealed off, and then become 
adherent to the right ovary and fundus of the uterus. A large retroperitoneal 
purulent accumulation was in the right colic gutter adjacent to the tumor. The 
omentum and terminal ileum were densely matted to and part of this mass. 

The cecum, the ascending colon, and half the transverse colon, along with eight 
inches of terminal ileum, were extensively resected en bloe with the pelvic viscera. 
\ side to side ileocolic anastomosis was made, drains inserted in the exteriorized 
colic gutter, 2 Gm. dihydrostreptomycin in solution placed at the anastomosis and 
operative sites, and the incision closed. 

The pathology report was “necrotic, ulcerated, inflamed, infiltrating, adeno- 
carcinoma with carcinomatous lymphangitis. Endometrial cyst of ovary. Hyper- 
trophic lymph nodes. No lymph node or other metastases.” 

The postoperative course was considered good. Constant Wangensteen drainage 
with a Miller-Abbott tube, penicillin (12.5 million units), dihydrostreptomycin 
(28 Gm.) and blood 2,000 ce. Drains and sutures were removed on the seventh 
postoperative day. She was discharged on the fourteenth postoperative day. 


Follow-up notes show: Six months postoperative temperature, pulse, respira- 
tion, and blood pressure normal; hemoglobin 80 per cent; bowel function normal: 
appetite good: and twenty pound weight gain since operation. Patient feels fine. 
October 1950—— patient alive and well with no recurrences to date. November 
1952. Patient alive and well, with no demonstrable abdominal lesion. April 1953 
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Careful examination shows no recurrence in the patient. She has been dieting 
for excessive weight gain. October 1953——Still clinically well. 

Conclusion: This complication of pregnancy is rare, for this case seems to be 
alone in the category of perforated cecal cancer with general peritonitis at the 
eighth month of pregnancy. Survival after drainage and heroic doses of antibiotics 
is remarkable, as is the healing of the cancerous bowel perforation while the preg- 
naney continued to delivery. 

Presence of free cancer cells in the general peritoneal cavity must be assumed, 
yet transplants did not occur, and none are recognizable three and a half years 
after the operation. Symptoms of intestinal obstructive lesion were present and 
suggestive during pregnancy. 

It seems that more active investigation of bizarre gastrointestinal symptoms 
during pregnancy should be instituted. Patients who have been previously oper- 
ated upon, and who exhibit persistent and notable symptoms of bowel disturbance 
with associated anemia, as well as those with recurrent vomiting occurring beyond 
the third month, should receive our special interest. Extensive en bloc dissection 
of seemingly inoperable lesions, such as the one reported, is well worth attempting, 
for there is much to gain in patient comfort and salvage. The extensive surgery 
required in this patient seems to have been worth while. 19 references. 1 figure. 

\uthor’s abstract. 


107. Etiology and Management of Hypofibrinogenemia of Pregnancy. PAUL HODG- 
KINSON, R. R. MARGULIS AND J. H. LUZADRE, Detroit. J.A.MLA. 154:557-561, 
February 13, 19514. 


Hypofibrinogenemia is known to occur superimposed upon two complications of 
pregnancy. The first and most widely recognized complication is abruptio pla- 
centae. The second is prolonged retention of a dead fetus in an Rh isosensitized 
mother. Incoagulable blood from a deficiency in circulating fibrinogen is the out- 
standing pathologic characteristic common to both conditions. Detailed analysis 
of cases discloses possible differences in causes and clinical manifestations. 

In the abruptio placentae type, fibrinogen depletion is coincident with placental 
separation. The macerated fetus type of hemorrhage is gradual in onset. Hemor- 
rhagic manifestations may be evident days before the onset of labor, suggesting a 
gradual and prolonged loss of circulating fibrinogen. Abrupt and extensive sepa- 
ration of the placenta, usually with evidence suggesting hemorrhagic infiltration 
of the uterus, is a constant factor in the abruptio placentae type. In the macerated 
stillborn type, placental separation is absent. 

Common to both types is depression of plasma fibrinogen, AC globulin, pro- 
thrombin, and probably platelets. Coagulation time is prolonged; bleeding time 
is not significantly altered; clot retraction is poor: clot formation is pathologic, 
and blood calcium is undisturbed. 

For successful treatment, fibrinogen replacement may be essential. This is best 
accomplished through natural regeneration, which occurs in a matter of a few hours. 
During acute depression of fibrinogen, hemorrhage is profuse, and fibrinogen re- 
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placement is required. This can best be accomplished by intravenous administra- 
tion of fibrinogen. The virus of infectious hepatitis is concentrated in the fibrinogen 
fraction, making the use of such fibrinogen hazardous. 

A single 500 cc. whole blood transfusion could be expected to elevate the blood 
fibrinogen level about 10 per cent. To replace fibrinogen from an extremely low 
level to the normal level by blood transfusions is an almost impossible task. For- 
tunately it is not necessary to restore fibrinogen levels to normal in order to control 
hemorrhage. The critical level of blood fibrinogen is not precisely known, but it 
is, according to this study, between 90-100 mg. per hundred. In one case 
we administered corticotropin. Clots appeared in the vaginal blood 10 minutes 
after administration of the drug. 

Cesarean section, to effect prompt delivery, is at times necessary. Blood should 
be available in adequate quantities before this procedure is undertaken. Hyster- 
ectomy for the treatment of hemorrhage from hypofibrinogenemia is not recom- 
mended, as this only adds to the source of hemorrhage. 11 references. 1 figure. 

Author's abstract. 


108. The Effect of Pregnancy on the Deafness Due to Olosclerosis. THEODORE F. 
WALsH, St. Louis. J.A.M.A. 754:1407-1408, April 24, 1954. 


This paper examines the evidence concerning the relationship between pregnancy 
and the deafness or increase of deafness in otosclerosis. It is pointed out by Nager 
that of 164 women, 85, or 52 per cent, were not aware of any increase in deafness 
with childbearing. On the other hand, 79, or 48 per cent, attributed progression 
of their hearing loss to pregnancy. This loss was not always caused by the first 
pregnancy, but much more often by a succeeding one. Two hundred and fifty 
women with otosclerosis replied to a questionnaire distributed by Howard House 
of Los Angeles. Of these, 57 had had no children. One hundred and seven stated 
that their pregnancy had had no effect on their deafness. Forty-one noticed an 
increased hearing loss during the first pregnancy, 23 during the second, and 13 
during the third. There were 10 who noticed some loss during one of several preg- 
nancies. The author reviewed 243 consecutive records of otosclerotic women who 
gave a history of pregnancy. Of these, 57 per cent stated their pregnancy had no 
effect, while 13 per cent stated their pregnancy had made their hearing worse. 
It is frequently found that in obtaining histories of the progression of deafness in 
otosclerosis, intercurrent diseases such as flu or a cold are blamed for the progression 
of the hearing loss. 

Information obtained from patients who have been fenestrated show that with 
three separate series, one by Doctor Sullivan in Toronto, one by Doctor Day in 
Pittsburgh, and the author’s own series, there was a total of 110 women who 
had had the fenestrations and had later become pregnant. Of these, 6, or 5 per 
cent, showed further hearing loss in the fenestrated ear, and 13, or 12 per cent. 
showed a further hearing loss in the untouched ear. In 10 of these the loss occurred 
three to five years after the pregnancy. It is apparent from the figures that the 
effect of pregnancy on the deafness of otosclerosis is not significant. 
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The author believes there is too much emphasis placed on the history of increas- 
ing deafness in relation to pregnancy and that this history is not altogether reliable. 
references. Author's abstract. 


The series of fenestraled patients definitely supports the view thal pregnancy has 
little if anything lo do with the increased deafness in otosclerosis, and it is fell that 
olosclerosis cannol be considered a justifiable ercuse for therapeutic abortion or for 
advising the patient nol to have children. FE. ALS. 


109, Mitral Valvotomy During Pregnancy. wistexRD wULcAHY, Dublin, Lreland. 
J. Irish Med. Assn. 34:96-98, April 1954. 


The author describes three cases of successful mitral valvotomy performed 
during pregnancy. In these cases the patients were enabled to return to a normal 
active life, and the subsequent deliveries were uneventful. In advising valvotomy 
in certain selected cases, the author suggests that the serious results of mitral 
stenosis during pregnancy may be avoided on the one hand and much unnecessary 
disability and invalidism prevented on the other. Tle sees no direct contraindica- 
tion to operation in suitable cases during pregnancy, but he advises that the opera- 
tion is best performed during the early months. Certain tentative views are put 
forward on the indications for operation in these particular patients. In the 
limited literature available, and in his own experience, no case of fetal death after 
valvotomy is mentioned. 7 references. 1 figure. Author's abstract. 


110. Assoetation of Maternal and Fetal Factors with the Development of Epilepsy: 
\hbnormalities in the Prenatal and Paranatal Periods. ABRAHAM M. LILIEN- 
FELD AND BENJAMIN PASAMANICK., Baltimore. J.A.MLA. 155:719-721, June 
19, L954. 


The development of epileptic seizures has been attributed to heredity by one 
school of thought, and to brain damage resulting from anoxia during the paranatal 
or prenatal periods by another. The authors have attempted to evaluate the im- 
portance of these factors by studying obstetric records of epileptic children born in 
Baltimore between 1935 and 1952, and comparing them with a similar number of 
matched controls. A total of 564 epileptic children were located, but hospital 
records were available for only 396 of these (274 white and 122 nonwhite). 

When the hospital records were examined to determine the frequency of com- 
plications in pregnancy and parturition, it appeared that for the white epileptics 
the percentage of mothers with one or more complications was 27.7 per cent, as 
compared with 18.8 per cent for the mothers of control children. In the nonwhite 
group 90.8 per cent of mothers of epileptics had one or more complications as 
compared with 13.4 per cent of mothers of controls. Among the epilepties there 
were more who had been exposed to multiple maternal complications than among 
the controls. The specific types of maternal complication that appear to be most 
closely associated with epilepsy are the toxemias and placental abnormalities. 


Prematurity occurred in 25.4 per cent of the white epileptics with complications 


270 e december 1954 QUARTERLY REVIEW OF SURGERY 


and in 8.3 per cent of those without complications. A total of 6.4 per cent of the 
control babies with complications, and 3.2 per cent of those without complications, 
were premature. The prevalence of prematurity was greater among the nonwhites 
with epilepsy than the controls, but the differences were not significant. A total 
of 5.7 per cent of white controls showed neonatal abnormalities, while 17.2 per 
cent of white epileptics, 3.3 per cent of nonwhite controls, and 13.6 per cent of 
nonwhite epileptics had abnormalities. When these figures are combined it ap- 
pears that 39.1 per cent of white epileptic children have been exposed to one or 
more prenatal or paranatal abnormalities as compared with 24.7 per cent among 
controls. The differences between nonwhite epileptics and controls were in the 
same direction, although they were not statistically significant. The prevalence of 
epileptic parents of epileptic children varied between 4.8 per cent and 5.8 per cent 
for the white groups and between 4.1 per cent and 4.3 per cent for the nonwhite 
groups. 

The authors conclude that these epidemiologic findings throw some light on the 
etiology of epilepsy and raise doubts as to the genetic basis of convulsive disorders. 
The continuum of reproductive casualty composed of a lethal component consisting 
of abortions, stillbirths, and neonatal deaths, and a sublethal component con- 
sisting of cerebral palsy, epilepsy, and perhaps other conditions, is discussed with 
its implications for the etiology and prevention of certain neuropsychiatric dis- 
orders. 12 references. 6 tables. Author's abstract. 


Primary Abdominal Pregnancy. J. M. MYLES, Belfast. Treland. 67:387-389, 
June 1954. 


The report describes a case of early abdominal pregnancy which the author con- 
siders to be a true example of the primary type. The patient was a young married 
woman 26 years old who had had a previous normal delivery. She was admitted to 
the hospital as an emergency case with a history of five and a half weeks, amenorrhea 
followed by severe colicky lower abdominal pain. Three hours after the initial 
onset of pain she had noticed a scanty vaginal discharge, pink in color, 

The general condition of the patient on admission and the findings on abdominal 
and pelvic examination were typical of ruptured ectopic pregnancy. At laparotomy, 
however, although the abdominal cavity contained a large amount of free blood 
and blood clot, both tubes and both ovaries were normal in appearance with nothing 
to suggest recent tubal abortion. On clearing away the blood in the pouch of Doug- 
las it was seen that there was a small structure resembling a blood clot, about the 
size of a walnut, attached to the peritoneum over the posterior surface of the 
uterus, just medial to the uterine end of the left uterosacral ligament. This small 
structure was carefully removed by blunt dissection with the fingers, and hemo- 
stasis was secured using interrupted catgut sutures. Blood transfusion was started 
during operation and continued afterwards, and the patient made a satisfactory 
recovery, being discharged from hospital on the thirteenth day after operation. 

The structure removed from the pouch of Douglas was a small, irregular piece 
of tissue measuring 3.0 by: 1.5 centimeters. On microscopic examination it was 
found to consist of blood clot containing chorionic villi. 
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In the discussion the author points out that, although for many years it was 
questioned whether abdominal pregnancy was ever primary, and some early cases 
reported as primary were doubtful because of the close proximity of the ovum to 
the outside of the tube, there are now many well authenticated cases reported in 
the literature. He suggests that the frequency of primary abdominal pregnancy 
is increasing and that this is related to the increasing incidence of endometriosis, 
for it is well known that endometriomatous patches on the peritoneum may show 
a decidual reaction during pregnancy. For a case of abdominal pregnancy to be 
considered primary in type certain criteria must be satisfied. These are 1. that 
both tubes and ovaries are normal, with no evidence of recent or remote injury, 
2. the absence of evidence of uteroperitoneal fistula, and 3. the presence of a preg- 
naney related exclusively to the peritoneal surface and recent enough to eliminate 
the possibility of secondary implantation following a primary nidation in the tube. 

The case reported satisfies these criteria and is considered to be a genuine case 
of primary implantation of the fertilized ovum on the peritoneum covering the 
posterior surface of the uterus. 19 references. 2 figures.—Author’s abstract. 


112. A Decade of Reports on Tubal Pregnancies Condensed from the Literature Plus 
Three Hundred Consecutive Cases Without a Death. ©. CRAWFORD AND H. 
HUTCHINSON, Shreveport, La. Am. J. Obst. & Gynec. 67 :568-584, March 1954. 

In the various reports on ectopic pregnancy that have been published in the 
past 10 years, many discrepancies have been noted. We have condensed the lit- 
erature for the decade from 19143 through 1952 to examine these variations. No 
attempt has been made to theorize as to their cause. Our own results from 300 
consecutive surgical cases of tubal pregnancy occurring in this same decade have 
been included. 

The incidence of ectopic pregnancy has been reported as low as 1 for 303 de- 
liveries or 0.33 per cent. The highest incidence noted was three times that, or 
0.95 per cent. No definite seasonal variation was detected, although there was a 
high percentage noted in the month of May in a number of reports. The youngest 
patient reported was 13 years old and the oldest 48. Women between 20 and 40 
years of age account for at least 90 per cent of the cases of tubal pregnancy. One 
author found 70 per cent of his patients were from 20 to 30 years of age, but an- 
other found only 18 per cent in the same age group. Patients between 25 and 35 
years of age account for over half the cases of eccyesis. The average age varied 
from 27 to 31 years, depending upon the report studied. 

Nulligravidas accounted for only 13 per cent of patients in one study, but 34 
per cent in another. About two thirds of patients with eccyesis had been pregnant 
one, two, or three times previously. Previous surgery was recorded in only LO per 
cent of cases from one series, but in over 30 per cent in another. Repeat ectopic 
pregnancies were noted in ouly 3.5 per cent of patients by one author. The highest 
figure was reported 9 per cent. 

ain and bleeding were noted as occurring variously in from 67 per cent to LOO 
per cent of cases. Vaginal bleeding without pain was far less common, occurring 
in from 3.3 per cent to 8.9 per cent. Abnormal vaginal bleeding as a complaint 
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ranged from 43.3 per cent to a high of 85 per cent. A history of amenorrhea was 
found in less than half the patients with tubal pregnancies in one report and in 
over 90 per cent in another. Eight other figures were noted between these extremes. 

Nausea and vomiting were recorded in less than one fourth of patients or in one 
half of patients depending on the study read. Weakness was noted as a complaint 
in only 3 per cent of cases in one report, but in 43 per cent in another. Complaints 
of syncope, fainting, or collapse varied from 15 per cent to 60 per cent in various 
reports. 

Physical findings were inconsistently reported. Abdominal tenderness was noted 
in from 80 per cent to LOO per cent of patients, an abdominal mass in 3.2 per cent 
to 12.3 per cent, rebound tenderness in from 25 per cent to 44 per cent, and ab- 
dominal distention in from 26 per cent to 41 per cent. A pelvic mass was noted 
in 36 per cent of one author's series, but in 93.6 per cent of another's. Adnexal 
tenderness varied from 40 per cent to 72 per cent; tenderness of the cervix on 
manipulation was reported in only 31.6 per cent of our cases, but others found it in 
80.3 per cent of patients studied. A soft cervix was noted in only 10 per cent of 
cases or as often as 19 per cent; uterine enlargement was diagnosed in 12.5 per 
cent to 16.3 per cent of cases; a mass in the cul-de-sac was found in only 9 per 
cent of patients in one report and in over 50 per cent in another. 

Laboratory findings also disagreed. The sedimentation rate was recorded as 
being slow, normal, or fast in various studies. In three studies, reports on urine 
tests for pregnancy agreed that about 75 per cent were positive in patients with 
eccyesis. There was considerable disagreement, however, on the importance of 
these tests in diagnosing ectopic pregnancy. Hemoglobin determinations and cell 
counts showed an anemia and a leukocytosis in the majority of cases, but even 
here the opinion was not unanimous. Hemoperitoneum was observed in approxi- 
mately 90 per cent of patients in three reports. 

The left tube was involved more often than the right in only one report. The 
right tube was affected in from 50 per cent of cases to 64 per cent in other reports. 
The ampulla was the commonest site of involvement. Figures here varied from 
60 per cent to 90 per cent of cases. An interstitial location was most uncommon, 
being noted in 0.07 per cent to 6.3 per cent of cases. 

Previous salpingitis was found in 20 per cent to 51 per cent of patients with ec- 
cyesis. A salpingectomy or salpingo-oophorectomy was performed in 81 per cent 
to 9F per cent of patients. Additional elective surgery was condemned by some 
but condoned by others. 

\ correct preoperative diagnosis was made in 70 per cent to 90 per cent of cases 
reported. Pelvic inflammation, myomas, and tubo-ovarian abscesses have all been 
reported as causing the most errors in diagnosis. 

Blood transfusions were received by less than one third or as many as 86 per 
cent of patients. We used more blood than in any other series reported. We gave 
an average of 1,695 ce. per patient transfused, or 1,315 cc. average for all 300 cases. 

Cul-de-sac aspiration was considered to be of value by some but valueless by 
others. Our series indicates that it lessens morbidity while aiding diagnosis. 

Mortality rates varied from ours of zero to one of 2.9 per cent. Morbidity rates 
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varied from 5.8 per cent to ours of 55.67 per cent. Shock was noted in from 8.9 
per cent of patients to a high of 35.2 per cent. 
Dilatation and curettage yielded decidual tissue in 2 


7 per cent of our cases, but 
in 39 per cent of cases in another report. Admission temperatures were reported 
under 100 F. in the majority of studies. 

One study found 10 per cent of patients had not been pregnant within the past 
five years whereas another found 35 per cent had. In summary, variations were 
anticipated among the various reports studied. The magnitude of many of these 
differences was unexpected. Our own results are generally within the range of those 
recorded in the past decade. There were two noteworthy exceptions to this. First 
was our mortality rate of zero, and second was the fact that we used more blood 
per patient than has been reported in any other study on tubal pregnancy. 43 
references. Author's abstract. 


This is an interesting and informative study. The variations in findings are easily 
explained. The facilities for meticulous and accurate history laking vary greatly 
among different institutions. Frequency of eclopie pregnancy varies as to whether the 
patients are considered in relation lo a gynecologic service, a maternily service, or as 
general hospital admissions. Much more could be said regarding the variation in 
stlalisties. EK. ALS. 


113. Weehanism of Sodium Relention in Preeclamptic Toremia. EDGAR GORDON, 
JEROME J. CHART, DOROTHY HAGEDORN AND ELVA G. SHIPLEY, Wisconsin. 
Obst. & Gynec, 4239-50, July 1954. 


The presence of increased amounts of a sodium retaining factor in the urine of 
patients with preeclamptic toxemia has been demonstrated by means of a biologic 
assay procedure using adrenalectomized male rats. These elevated titers are from 
10 to 20 times those seen in normal subjects of either sex, and from 5 to 10 times 
those seen in normal gravid women. The elevated titer appears coincident with the 
onset of the first manifestations of toxemia and returns to normal within 24 to 
18 hours after termination of the pregnaney. ACTH stimulation in normal indi- 
viduals produces a minimal rise in titer which does not approximate those seen in 
toxemic patients. Studies on the identity of this substance indicate that it is of 
adrenal origin, but not identical with any presently known adrenal cortical steroid. 
The increased amount of this compound in blood and tissues is regarded as the 
probable mechanism of the well recognized sodium retention in toxemia of preg- 
naney. 26 references. 6 figures. 6 tables. Author's abstract. 


ECTOPIC PREGNANCY, HYDATID MOLE, CHORIONEPTITHELIOMA 


Tubal Pregnaney Tuberculous Salpingitis. Morris BERENBAUM AND 

GERALD Ww. KORN, Middlesex, England. J. Obst. & Gyneac. Brit. Emp. 67: 
351-353, June L954. 

The authors at Chase Farm Hospital describe a case of a 34 year old woman 

who after 12 years’ infertility developed a clinically typical tubal pregnancy 
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treated by salpingectomy. Histologically, there was chorionic tissue infiltrating 
the tube which unexpectedly showed tubercles and an adenomatous pattern. The 
giant cells contained Schaumann bodies and birefringent crystals, the latter being 
brilliantly shown by phase contrast illumination. The crystals were soluble in 
normal hydrochloric acid in 30 minutes and in saturated carbonic acid in 24 hours, 
and were thus non silicious. They contained calcium, carbonate, and ferric iron, 
but no protein or lipid. 

Despite previous appendectomy and lipiodol salpingogram, tale and lipiodol 
granulomata were excluded by the histologic findings. The characteristic histology, 
the presence of Schaumann bodies, and a strongly positive Mantoux test suggested 
tuberculosis, although no tubercle bacilli were isolated. 19 references. 4 figures. 
— Author's abstract. 


NORMAL LABOR INCLUDING ANESTHESIA AND ANALGESIA 


115. Domiciliary Obstetrics; A Survey and Commentary. wor COOKSON, Gloucester, 
England. Brit. M. J. 4866:811-847, April 10, 1954. 


This is a survey of 4,441 births, including a group consisting of 97 per cent of all 
births to residents in a geographical area, made with the object of deciding how to 
select cases for home delivery so that such delivery may be reasonably safe. In 
an area Where about 55 per cent of all cases are delivered in hospital, it shows the 
types of cases at present selected for domiciliary delivery, indicates the types of 
abnormality with which the family doctor has to deal, gives possible reasons for 
the shortcomings of domiciliary midwifery in the past and for suggesting that an 
adequate domiciliary service can be provided by the family doctor with consultant 
support but no postgraduate experience in obstetrics. 

The proportion of babies lost after domiciliary delivery of various types is given, 
and it is concluded that breech, premature, and multiple deliveries should not be 
undertaken in the patient’s home. The proportion lost after home delivery of 
selected primiparae did not indicate that it is necessary for all primiparae to be 
delivered in hospital. The results of forceps delivery at home were satisfactory, 
but the number of such deliveries could have been reduced considerably if elderly 
primiparae and those having a long first stage had been delivered in hospital, and 
if more frequent use had been made of episiotomy, a procedure at present em- 
ployed in only 3 per cent of normal primiparous deliveries at home. The primi- 
parous forceps rate if a doctor attended by prearrangement was 17.9 per cent, but 
if he attended only when called by the midwife the rate was 5 per cent. In a small 
series of personally observed normal deliveries, 25 per cent of primiparae delivered 
themselves without delay on the perineum and without a tear or episiotomy, and 
30 per cent needed an episiotomy to avoid undue delay. 

The use of intravenous ergometrine at the end of the second stage is advocated 
in the home, in forceps deliveries, and in delivery of patients with a high parity. 
8 references. 17 tables. Author's abstract. 
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116. Fibrinolysis in Labor and Delivery. ®. R. MARGULIS, J. H. LAZADRE AND ©. 
PAUL HODGKINSON, Detroit. Obst. & Gynec. 3:487-190, May 1954. 


The study was undertaken to evaluate the effects of labor and delivery on the 
factors of blood coagulation, including fibrinogen, fibrinolysis, prothrombin time, 
clotting time, and bleeding time. Determinations were made before delivery and 
at intervals of !y, 3, 24 hours, and 4 to 5 days postpartum. Twenty patients with 
uncomplicated obstetric courses were studied. Seventeen of these were delivered 
vaginally and 3 by cesarean section. 

Demerol and scopolamine were used for predelivery analgesia in all cases. Puden- 
dal block was used for 3 patients, spinal anesthesia for 3, nitrous oxide with or 
without perineal infiltration for 3, and 1 patient received no anesthetic. 

Fibrinogen samples were obtained on 94 occasions. One predelivery fibrinogen 
average was 303 mg./©7. The half hour postpartum values averaged 322 mg./©7; 
three hours after delivery the values averaged 314 mg./©7; 24 hours after delivery 
the fibrinogen values averaged to 316 mg. /©Z; and on the fourth to fifth postpartum 
day 320 mg./©7 was the average. 

Prothrombins, clotting times, and bleeding times were not significantly altered. 
The degree of fibrinolysis was graded as either no lysis at all or varying degrees of 
lysis in dilutions running from 1:2 to 1:64. 

Twenty prepartum specimens were tested, with 3 showing evidence of lysis and 
17 no lysis. One half hour postpartum, fibrinolysis was noted in 11 of the speci- 
mens, and it was found to be present in 14 of the samples taken 3 hours after de- 
livery. Lysis was present in 10 of 20 specimens taken at 24 hours and in 13 of the 
20 specimens taken at the 4 to 5 day period. Only 1 patient of the 20 had no evi- 
dence of fibrinolysis in any of the specimens. 

Epinephrine, fear, muscular activity, preoperative medication, surgical stress, 
blood loss, and shock have been associated with increased fibrinolysis. In labor 
and delivery several of these factors are present, as evidenced by the degree of 
lysis observed. In no instance was fibrinolysis sufficiently increased to interfere 
with the blood coagulation mechanism. 17 references. 1 table.—Author’s abstract. 


117. Maintenance of Pelvic Integrity in Obstetrics. ROBERT N. RUTHERFORD, HOW- 
\RD M. LAMBORN, JR. AND A. LAWRENCE BANKS, Seattle. Obst. & Gynec. 3: 
581-586, June 1954. 


A series of intravaginal pressure readings was obtained by the use of a vagin- 
otonometer which consists of a seamless, thin-walled, sterilizable rubber tube 2.75 
cm. in diameter, 8.0 cm. in length, with two open tubes leading into the proximal 
end. One tube was connected to an aneroid manometer from which pressure 
changes could be read directly. The other tube was clamped off after the rubber 
vaginotonometer had been inflated with a standard volume of air to give an original 
base pressure of 90 mm. of mercury. The average intravaginal tonus, established 
by checking 25 primigravidae in early labor before the presenting part descended 
below the ischial spines, was found to be 26.2 mm. of mercury. In a similar group 
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of multigravida with no repair or inadequate repair, the pressure was found to be 
74 per cent of normal. 

After routine episiotomy and repair immediately after delivery the tonus of primi- 
gravidae was 89 per cent of normal and of multigravidae 82 per cent of normal. 
Three months postpartum, pressures of primigravidae were 94 per cent of pre- 
delivery pressure and of multigravidae 82 per cent of normal. Immediately post- 
partum, primigravidae delivered without routine episiotomy registered 66 per cent 
of normal, and those repaired, 89 per cent of normal. Three months postpartum, 
the repaired primigravidae showed 83 per cent of normal pressure and the unre- 
paired only 74 per cent of normal. Pressures of multigravidae without previous 
repair before delivery showed 74 per cent of normal and immediately after repair 
83 per cent of normal: three months later the reading was 85 per cent of normal. 

Decreased tonus with the various anesthesias were: caudal 59 per cent, spinal 
(saddle) 48 per cent, pudendal block 23 per cent, sodium pentothal 11 per cent, 
and cyclopropane 8 per cent of normal in all patients. This study revealed that the 
influence of premedication is not significant in muscle relaxation, but may be of 
subjective aid. The results are weighted markedly by the patient’s own tissue 
vigor. Slow resumption may be recognized by this simple vaginotonometer, and 
possibly improved by active resistance exercises. 13 references. 6 figures. 
Author's abstract. 


PATHOLOGIC: LABOR INCLUDING OPERATIVE OBSTETRICS 


118. Early Rupture of the Membranes: Significance, Etiology, and Prognosis. LvUR- 
ENCE G. ROTH, Batavia, N. Y. Obst. & Gynec. 4:87-96, July 1954. 


There is currently great interest in fetal loss. [In this study, the loss was only 
1.04 per cent in 3,075 births of babies over 2,500 grams, but it was 33.48 per cent 
in a group of 230 babies weighing from 400 to 2,500 grams. There was an asso- 
ciated fetal loss of 14.29 per cent of these prematures where there was premature 
rupture of the membranes. Studying 2,000 of these births, 3.4 per cent were found 
to have early rupture of the membranes prior to the thirty-eighth week of gestation. 
Further analysis and study revealed the following: 


Complete rupture of membranes........ 38 
Amniotic-chorion partial rupture. ....... 16 
Prematurity doubtful. 1] 
Loss of fluid questionable... 3 


Thus, the corrected incidence of early rupture of the membranes was 2.7 per cent. 

These early ruptures occurred from the twenty-fifth week on, and the incidence 
of complete and partial rupture were parallel. With complete rupture, 12 of the 
38 were in labor within 24 hours and 15 of the 38 were in labor within 50 hours. 
With amniotic-chorionic leak, the earliest onset of labor was 36 hours. Otherwise, 
the latent period was 2 to 26 days. The duration of fluid loss was from 1 to 17 
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days. There was nothing that permitted the determination of the degree of rupture 
prior to delivery, and nothing evident in the subsequent clinical course on which 
to prognosticate the eventual outcome. 

The significant findings were of 10 abnormal placentas in 54 instances of true 
ruptured membranes, 12 patients who had had previously abnormal pregnancies, 
and 10 patients with minor or major complicating factors in the current pregnancy. 
These findings suggest that the membranes do not ordinarily rupture in the absence 
of other predisposing factors. Furthermore this is consistent with other studies 
showing that the beginning of pathologic processes lies in faulty conception and 
implantation. ‘To promote a successful pregnancy it is necessary to direct pre- 
conception care toward establishing normal health in general and a good secretory 
endometrium in particular. 

In this study, no particular attempt at specific therapy was made except for an 
occasional futile attempt to postpone labor in its early stages with pantopon. 
The fetal loss was 20.37 per cent which contrasts with other series employing vari- 
ous endocrine regimes and having fetal loss rates up to 80 per cent. Because of this 
and the associated placental and other pregnancy abnormalities, there is little that 
can be done to forestal the high incidence of premature delivery and fetal loss once 
early rupture of the membranes occurs. Because of the tendency of these abnor- 
malities to recur, attention must be directed toward improving the general health 
of the patient, the fostering of normal endocrine balance, and dietary and endo- 
crine therapeutic measures which favor the development of a normal secretory 
endometrium, prior to any subsequent conception. In other words, it would be 
better to attempt prevention in the preconception period than to make futile 
efforts once the disaster has occurred. 44 references. 2 figures. 4 tables. 
Author’s abstract. 


119. Studies in the Treatment of Venous Thrombosis in Obstetrics and Gynecology 
with Anticoagulants. GIAN PIERO SCHIAVINA, Torino, Italy. Minerva gin. 
6:246-261, April 30, 1954. 


Following a discussion of the incidence of venous thrombosis in obstetrics and 
gynecology and its treatment with anticoagulants, a prophylactic treatment with 
tromexane is described. 

Tromexane is the ethyl ester of acetic acid, bis(4-hydroxy-2-oxo-2H-1-benzopy- 
ran-3 yl). Its mechanical effect is identical with that of Dicumarol, but it is more 
rapidly absorbed and excreted with consequently less danger of hemorrhage. There 
is no contraindication to its use in hypertension or in renal disease. Of 27 cases 
reported in detail, 7 were treated exclusively with tromexane, 7 with tromexane, 
rutin, vitamin C, and vitamin E, 4 with tromexane and other protective agents, 2 
with heparin alone, and 7 with heparin, tromexane, rutin, and vitamins © and E. 
The last treatment was found most suitable. 

As a prophylactic, this treatment is administered as follows: during the first 
24 hours, heparin, 100 mg. intravenously every six hours; tromexane, a | cc. tablet 


every eight hours: rutin, 50 mg. orally every eight hours; vitamin C, 150 mg. 
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orally every eight hours, and vitamin E, 25 mg. orally every eight hours. During 
the second 24 hours, the dosage should be heparin, 75 mg. intravenously every six 
hours; tromexane, | cc. tablet every eight hours, and vitamins © and E as above. 
From the third day on, treatment is administered according to the prothrombin 
level. An ampule of protamine is kept in readiness to neutralize any possible 
excessive heparin effect. The prothrombin level is recorded daily during the first 
week, and when it reaches 20 per cent, treatment is continued with | tablet daily 
and the prothrombin level is recorded once a week. If a daily Quick test cannot 
be made it is best to proceed with 3 tablets on the first day, 2 or 3 tablets on the 
second, 2 tablets on the third, 1 or 2 tablets on the fourth, and | tablet on each of 
the fifth and sixth days. 74 references. 4 graphs. 


120. Elective Appendectomy al the Time of Cesarean Seclion. ELISABETH LARSSON, 
Los Angeles. J.A.M.A. 154:549-552, February 13, 1954. 


The story of appendicitis is a proud chapter in the history of medicine. In 1935 
the disease took 16,142 lives in the United States, while in 1950, 2,897 lives were 
lost from the disease. The mortality rate over the 15 year period from 1935 to 
1950 dropped 85 per cent. This rapid decrease in the death rate from appendicitis 
is due to: L. improved medical care and surgical technic; 2. discovery and use of 
antibiotics; 3. nationwide health education that has caused an increasing proportion 
of patients to seek treatment early, before complications arise: and 4. prophylactic 
appendectomies during pelvic and abdominal surgery. 

Elective appendectomy in conjunction with pelvic and abdominal surgery has 
gradually become an accepted and recommended procedure, but reluctance to 
perform a prophylactic appendectomy at the time of cesarean section still exists 
among surgeons. This reluctance probably stems from the fact that the mortality 
rate from appendicitis has been higher in the pregnant than in the nonpregnant 
women. The significance of this high mortality rate has been shown by investi- 
gators who have found that with proper treatment the mortality among pregnant 
women with appendicitis is no higher than among those who were not pregnant. 

The author has performed over 20 elective appendectomies at the time of cesar- 
ean sections and in addition has communicated with a number of surgeons who 
have performed 764 cases, also without complications. 

The appendectomy was done only when the patient was in good general condi- 
tion, when the anesthetic was well tolerated, when the cesarean section itself did 
not present any difficult or unusual time consuming features, and when the appendix 
was accessible. 

It is the opinion of the author that in the well chosen case an elective appendec- 
tomy at the time of cesarean section is safe and desirable in safeguarding the life 
and health of patients. 18 references. 2 figures.—-Author’s abstract. 


NO! There is no occasion even to see the inlesline in cesarean seclions.-E. A. S 
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PATHOLOGY OF NEWBORN 


121. Damage to Posterity Caused by Irradiation of the Gonads. H. J. MULLER, 
Bloomington, Ind. Am. J. Obst. & Gynec. 67:467-483, March 1954. 


The amount and kind of damage to future generations by radiation to the 
gonads of humans can be evaluated from principles established from work with 
fruit flies and mice. 

lonizing radiation produces permanent hereditary changes -mutations that are 
usually harmful. But for each drastic mutation there are hundreds with effects 
too small or hidden to be detected except under controlled experimental condi- 
tions. Mutations that do any damage at all may be regarded as equally harmful 
and obnoxious to the population regardless of how drastically they affect a single 
individual inheriting them, since a smaller degree of effect per individual is com- 
pensated for by the greater number of individuals affected. The load of detri- 
mental mutations that occur spontaneously would be so increased by 255 roentgens 
of x-rays delivered to a woman's ovary that two out of every five children she bore 
would usually carry a newly induced mutation. Because of this damage, judg- 
ments concerning the net benefit accruing from all other uses of ionizing radiation 
which involve exposure of the gonads require overhauling, and the search for 
methods of reducing the exposure, as well as for methods entirely alternative to 
irradiation, should be actively continued. 14 references... H. Herskowitz. 

122. Abnormal Pulmonary Ventilation in the Newborn. RICHARD B. TUDOR, Min- 
neapolis. Lancet. 74:177-178, May 1954. 


The problem of neonatal deaths was of tremendous importance in New York 
City in 1950, 60 per cent of the infant deaths occurring during the first month of 
life. About 71 per cent of the neonatal fatalities in New York state were pre- 
mature. 


Abnormal pulmonary ventilation, a term coined by Edith Potter, causes the 
greatest number of infant deaths during the first day of life and also during the 
first month. Prevention and early treatment of abnormal pulmonary ventilation 
will reduce the higher neonatal mortality rate. Early diagnosis, draining the upper 
respiratory tract, aspiration of the stomach, maintenance in an atmosphere of 
oxygen and high humidity, chemotherapy, avoidance of feedings, parenteral fluids, 
and thoracotomy, if all above methods fail, have been used with a great deal of 
success by the author. 1 table.-Author’s abstract. 


123. Felal Mortality: A Study of One Year's Experience in a Large Teaching Hos- 
pital. HUGH HALSEY 1, New York. Obst. & Gynec. 3:529-534, May 1954. 
Emphasis on fetal salvage has resulted in the lowering of the fetal mortality rate 
at the New York Lying-In Hospital to 2.5 per cent in 1952. This includes all 
infants born dead or dying in the first 14 days of life. Eliminating infants under 
1,500 grams, this rate was 1.6 per cent. 
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Analysis of the mortality rate by weight reveals that one third of the total deaths 
occurred in the group weighing under 1,500 grams, and that two thirds of these 
died neonatally. The maximal live birth survivals were among the larger term 
size infants, those between 3,250 and 3,990 grams. 

The leading cause of fetal mortality was immaturity, at 34.9 per cent. Con- 
genital anomalies and unknown causes were next in frequency, at 18.9 and 17.0 
per cent respectively. Obstetric errors were responsible for 10.4 per cent of the 
infants lost. Erythroblastosis, premature separation of the placenta, diabetes, 
and cord complications were each responsible for 4.7 per cent of the fetal deaths. 

Immaturity continues to present the greatest problem in fetal salvage. Obstetric 
errors, although remarkably low, represent failures in obstetric care and have to 
be evaluated critically. 7 references. 1 figure. 4 tables.—Author’s abstract. 


121. Foetal Anoria. James WALKER, Aberdeen, Scotland. J. Obst. & Gynaec. 
Brit. Emp. 67:162-180, April 1954. 


In the first part of the paper a study is made of the effect of labor on the oxygen 
supply to the human fetus. The findings are compared with previous findings 
(Laneel. 2:312, 1953) on the oxygen supply before the onset of labor. 

The oxygen content of the blood in the umbilical vessels was measured by the 
microtechnic of Roughton and Scholander, and the hemoglobin levels with the 
ML.R.C. Grey Wedge Photometer. All patients were delivered either without an- 
esthesia or with spinal or local analgesia to obviate the technical difficulties produced 
by the presence of anesthetic gases in blood samples. 

It was found that after spontaneous delivery, or after prolonged labor or opera- 
tive delivery, the per cent saturation with oxygen of the blood in the umbilical vein 
is little lower than it is before the onset of labor, (provided comparison is made 
with fetuses of the same gestational age). Where, however, the fetus had recently 
passed meconium, the saturation with oxygen of the blood in the umbilical vein 
was usually at or below 30 per cent irrespective of the stage of gestation. 

In the second part of the paper the incidence of death from anoxia of the fetus 
or newborn is studied in relation to the duration of pregnancy. It is found that if 
pregnancy lasts more than 10 weeks the stillbirth and first week death rates rise 
steadily. This is due mainly to a greatly increased incidence of death from clinic- 
ally unexplained anoxia, in part to an increase in incidence of deaths from anoxia 
during or after difficult or prolonged labor, and to a rise in incidence of death from 
cerebral birth trauma. 

It is shown also that in the period after the fortieth week the incidence in primi- 
gravidae of labor that is unduly prolonged or requires cesarean section or difficult 
forceps for delivery rises steadily from 3.1 per cent in the fortieth week to 13.7 
per cent in the forty fourth week. The incidence of fetal distress (slowing of the 
fetal heart or passage of meconium) rises also with prolongation of pregnancy 
the most marked rise being in the incidence of meconium staining where no clinical 
explanation can be given. 

In part three of the paper the clinical problem is discussed. The dangers of 
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pregnancy prolonged after the forty first week, especially in primigravidae, are 
outlined with special reference to falling oxygen supply, increased incidence of 
unexplained anoxic death and anoxic death in prolonged labor, and the decreased 
ability of the fetus to withstand difficult mechanical delivery. The great influence 
of maternal age, especially in primigravidae, is outlined, so that it is possible to 
define groups of patients needing special care. It is shown that the high risk group 
is that of primigravidae over 25, delivered after the end of the forty first week of 
pregnancy (8 per cent of all primigravidae). The clinical management of difficult 
labor is discussed with reference to avoidance of birth trauma in the anoxic fetus, 
anesthesia, and resuscitation of the fetus. 

It is shown, however, that most unexplained deaths from anoxia cannot be 
avoided by improved care in labor. Evidence is put forward to suggest that where 
labor is induced by artificial rupture of the hind waters at the end of the forty first 
week of pregnancy, the unexplained stillbirth rate, the incidence of major difficult 
labor, and the over-all cesarean section rate are reduced. Attention is drawn to the 
value of a falling maternal weight as a sign of deterioration of the intrauterine 
environment of the fetus. 

The annual stillbirth rates in Aberdeen City since 1939 are reviewed, and it is 
suggested that improved care in labor has been mainly responsible for the improve- 
ment, especially since 1915. Increasing attention to the problems of fetal anoxia 
in labor and to pregnancy prolonged after the forty first week have also contributed 
to the improvement. 15 references. 11 figures. 11 tables.-Author’s abstract. 


THE PLERPERIUM 
125. The Incidence of Postpartum Hypopituitarism. HW. L. SHEEHAN, Liverpool, 
England. Am. J. Obst. & Gynec. 68:202-223, July 1954. 


Severe hemorrhage or shock at delivery gives rise rather commonly to an ischemic 
necrosis of the anterior lobe of the pituitary. The incidence and extent of the ne- 
crosis varies according to the degree of the circulatory collapse of the patient at 
that time. In 36 autopsies of women who had suffered severe hemorrhage or shock 
at the time of delivery and who died during the next month, 19 were found to 
have total or almost total necrosis of the anterior lobe and 8 to have smaller areas 
of necrosis. On the other hand, in 40 autopsies of women who died during the 
puerperium after having had moderately severe hemorrhage or shock at the de- 
livery, only 3 had extensive necrosis of the anterior lobe, though 11 had smaller 
areas of necrosis. Among 92 patients whose deliveries had been relatively normal, 
no evidence of pituitary necrosis could be found. 

These necroses are only incidental autopsy findings if the patient happens to die 
from some intercurrent complication in the puerperium. Usually the patient 
survives, and the necrosed area in the pituitary slowly shrivels down to a small 
sear. The loss of only part of the anterior lobe is not of clinical significance, but 
when the original necrosis has destroyed practically all the lobe the patient is left 
in a condition of chronic hypopituitarism. A follow-up was made of 41 obstetric 
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patients who had had severe hemorrhage or shock at delivery, and 17 of them were 
found to have developed clinical evidence of hypopituitarism afterwards. This 
clinical incidence of 41 per cent is in reasonable agreement with the pathologic 
observation that gross pituitary necrosis occurred in about half the patients who 
died in the puerperium after having suffered a similar degree of hemorrhage or 
shock at the delivery. 


Though postpartum hypopituitarism is thus fairly common, it was, until fairly 
recently, considered to be a rarity among endocrine diseases. There were two 
causes for this false idea. First, the patients are usually too apathetic and physic- 
ally weary to seek medical attention or to visit hospital clinics. Second, until a 
few years ago it was generally believed that two of the principal characteristics of 
hypopituitarism were cachexia and progeria. As a result of this error most of the 
cases that did come under medical care in those days were not diagnosed. Now 
that the clinical syndrome is better known, the condition is being recognized with 
increasing frequency, and over 150 examples have been reported from various 
centers during the past five years. To illustrate the course of severe chronic hy- 
popituitarism due to postpartum necrosis, a clinical and pathologic account is 
given of 9 fatal cases studied during the last four years. 

One of these patients had developed a carcinoma of the breast shortly before 
she died. The literature also contains 14 reports of this condition developing in 
other sites in patients already suffering from hypopituitarism. This incidence of 
carcinoma has a bearing on the theoretic basis of modern attempts to treat malig- 
nant diseases of various organs by hypophysectomy. 128 references. 10 figures. 
3 tables. Author's abstract. 


126. The Use of Hormones for the Prevention of Breast Engorgement and Lactation, 
JOHN 8S. RIENZO, Syracuse, N. Y. Am. J. Obst. & Gynec. 66:1248-1252, 
December 1953. 


Many papers have been written on the use of various hormones in the puer- 
perium to prevent engorgement of the breast and lactation. There has been con- 
siderable disagreement concerning the hormones’ efficacy, dosages necessary to 
control this function, and the best time to start medication. This study was made 
to evaluate the effects of two hormonal substances on the control of breast secre- 
tion in the puerperium. The first was an estrogen-androgen combination known 
as Estan (5 mg. methyltestosterone and 0.25 mg. dienestrol, White Laboratories), 
given orally, and the second, testosterone propionate, given intramuscularly. 

The patients chosen were primigravidae and multigravidae, some who did not 
care to nurse their babies and some who were not permitted to nurse for a variety 
of reasons. Among the multigravidae not desiring to nurse the most common 
reasons were insufficient quantities of milk, mastitis, and fissured or bleeding nip- 
ples, based upon previous experiences. The main reason in the primigravid group 
was generally economic. Others in both groups were not permitted due to toxemia 
of pregnancy, RH isoimmunization, or prematurity. 

\uthorities consider that milk secretion is initiated by both hormonal and 
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nervous factors. During pregnancy two factors operate to prevent lactation: 
growth stimulus of estrogen on the breast, and inhibition of lactogenic hormone 
production by progesterone. With decreased amounts of estrogen and proges- 
terone, physiologic conditions are favorable for lactation. However, these condi- 
tions do not explain increased postpartum production of lactogenic hormone. 
Selye and co-workers have concluded that nursing promotes milk secretion by 
stimulating the hypophysis to secrete lactogenic hormone. 

Ribson was the first to demonstrate the effectiveness of testosterone in the 
suppression of lactation. Testosterone suppresses the pituitary gland and also 
limits ovarian function. Since it suppresses the pituitary, it also inhibits produc- 
tion of lactogenic hormone, which is the reason for the breast’s secreting. Estro- 
gens, particularly diethystilbestrol, alpha estradiol, estrone, and dienestrol, are 
effective in prevention of engorgement and lactation. 

The mechanism by which estrogens prevent or relieve engorgement and depress 
lactation remains unknown. Two possible explanations are that estrogens, by de- 
pressing the pituitary, also depress production of lactogenic hormone, or that 
through action on breast tissue they interfere with response of areolae to lactogenic 
hormone. Despite good results with estrogens they fell into disrepute due to 
nausea, vomiting, withdrawal bleeding, and return of lactation and engorgement. 
Because of these effects, combinations of estrogens and androgens began to be 
employed. 

Greenblatt and his associates, in their study of estrogen-androgen combinations, 
concluded that they modify specific action of each other without neutralizing one 
another; they have a synergistic action. Slater states that the neutralization of 
estrogen by androgen may be proved by applying locally an equal amount of 
mixed substances. Disagreement still exists in this matter. 

In our study a group of 176 patients, divided into three groups, were allowed 
to eat and drink as they desired. No method of compression of the breast was 
attempted; brassieres or light breast binders were allowed. The first group, 34 
multigravidae and 2 primigravidae, received 50 mg. of testosterone propionate 
intramuscularly for three days, beginning the day after delivery. Those in the 
second group, 36 multigravidae and 12 primigravidae were given | tablet of Estan 
three times daily for five days, starting 24 hours postpartum. The third group, 
66 multigravidae, 26 primigravidae, were given 2 Estan tablets three times daily 
for five days, beginning the day after delivery. 

Results of the first, testerone, group: lactation did not occur; engorgement and 
pain occurred in all patients on the third day, were worse on the fourth, and gradu- 
ally subsided before each patient was discharged. Engorgement was confirmed by 
examination. Second group: 19 individuals had no symptoms; 7 complained of 
tenderness only on the third, fourth, and fifth days—results good in 55 per cent of 
the cases in this group. In the other 22 individuals results were poor. In the 
third group there were 15 individuals without symptoms; 30 patients complained 
of tenderness to a minimal degree; 17 had engorgement, pain, and tenderness which 
appeared on third, fourth, and fifth postpartum days. The results were therefore 
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classified as good in 81.5 per cent (75 individuals) and poor in 18.5 per cent (17 
individuals). 

In the past, various types of medication have been employed with little or no 
success to depress lactation and prevent engorgement in the puerperium. The 
estrogenic: substances were disregarded because of undesirable side effects; other 
substances were employed but did not appear to be completely satisfactory. In 
attempting to evaluate the use of Estan in preventing lactation and engorgement 
we found no undesirable side effects. A number of patients who had heard of this 
medication asked for it in the hospital, stating that they had tried diethylstilbestrol 
or testosterone without results. This group experienced complete satisfaction with 
Estan. 

Lactation was inhibited completely by giving | and 2 tablets of Estan orally 
three times a day for five days, or testosterone propionate alone parenterally, 50 mg. 
daily for three days, beginning during the first 24 hours postpartum. Estan pre- 
vented engorgement and pain in 81.5 per cent of the patients in the third group, 
as compared with 55 per cent of the second group. Testosterone, used in group 
one, failed to prevent these symptoms. No undesirable side effects were present 
as a result of the Estan therapy. Supportive measures other than codeine and 
aspirin for afterpains were not employed. The patients were not limited as to the 
type or amount of fluid intake. The high dosage, 2 tablets of Estan three times a 
day for five days, should be the one employed. It should be borne in mind that 
there are always a certain number of patients who will not receive any benefit 
whatsoever, no matter what type of medication is employed. 15 references. 
Author's abstract. 


THE MENSTRUAL CYCLE 

127. Cervical Mucous Arborization: Its Use in the Delermination of Corpus Luteum 
Funclion. BERNHARD ZONDEK AND SAMUEL ROZIN, Jerusalem, Israel. Obst. 
& Gynec. 3:163-170, May 1954. 


(Cervical mucus, spread on a slide and left to dry, produces crystalization with 
arborization resembling palm leaves. Arborization is not specific to cervical mucus. 
The same phenomenon appears in all mucus secretions of the body as well as most 
body fluids and occurs upon the encounter of proteins or their catabolic products 
with certain electrolytes (NaCl, KCI or KBr). The presence of salts is decisive 
and indispensable. Dialyzed cervical mucus fails to produce arborization, but the 
reaction reappears after mixing the dialyzed mucus with electrolytes. The rheo- 
logic properties of the cervical mucus and the process of arborization do not parallel 
each other. Arborization, a rather nonspecific process, is of specific significance 
in the cervical mucus because there it depends upon the action of the estrogenic 
hormone. 

The negative reaction in the postmenstruum is due to insufficient production of 
estrogenic hormone. In the premenstruum it is caused by the counteraction of 
estrogenic hormone by progesterone. This fact offers us the possibility of con- 


OBSTETRICS AND GYNECOLOGY december 1954 e 285 


cluding, from a negative reaction in the premenstruum, that the corpus luteum is 
producing progesterone normally. This was confirmed by comparing the palm 
leaf test with the anatomic development of the endometrium ia normally men- 
struating women (endometrial biopsy). 

The test can be utilized diagnostically for determining the corpus luteum func- 
tion, provided that a hypoestrogenic cycle and functional disturbance in the 
cervical glands (“dysmucorrhea”™’), are excluded. 

With these two reservations, the endometrial biopsy can be replaced by the palm 
leaf test. A positive test in the intermenstruum which becomes negative in the 
premenstruum indicates normal production of progesterone and, therefore, normal 


corpus luteum development and ovulation. 20 references. 3. figures.—- Author's 
abstract. 


128. Ovarian Dysfunction: A New Concepl and Classification. WwiILson, New 
York. Obst. & Gynec. 4:97-104, July 1954. 


For the past 20 years the author has administered estrogens and testosterone 
to women with normal ovarian function in the treatment of functional dysmenor- 
rhea and endometriosis. This therapy caused four types of menstrual disorders 
depending upon the hormone used and the part of the cycle treated (table 1). 
The experimental dysfunctions were either identical with or corresponded closely 
to the four common ovarian dysfunctions. The knowledge gained from these 
studies led to the formulation of a new concept and classification of ovarian dys- 
functions. The new concept holds that the four dysfunctions are related varieties 
of ovarian hypofunctions and are the result of arrest or impairment of ovarian 
functions at different phases of the menstrual cycle. 

The new classification of ovarian dysfunctions is: 

1. Corpus Luleum Failure: This is due to the arrest of ovarian function during 
thie luteal phase and results in premature involution of the corpus luteum. The 
luteal phase is reduced to 11 days or less. Polymenorrhea and/or hypermenorrhes 
are frequent symptoms. Corpus luteum failure is one of the important causes of 
infertility and habitual abortion. Treatment consisted of 1.66 mg. estradiol ben- 
zoate per week, given on the tenth and seventeenth days of the cycle. In this 
instance, 0.1 mg. ethinyl estradiol, taken daily by mouth, produced similar results. 

2. Delayed Ovulation: This is due to temporary arrest of ovarian function late 
in the follicular phase. As a result, the follicular phase is prolonged to 21 days or 
more and menstruation is correspondingly delayed. Infertility is frequently asso- 


‘ciated with this because of the decreased frequency of ovulation. One treatment 


of 1.66 mg. estradiol benzoate was given per week. The fifth and twelfth days 
were the part of the cycle treated. 

3. Ovulation Failure: This is due to prolonged arrest of ovarian function late 
in the follicular phase. The result is persistent follicular secretion with irregular 
episodes of profuse and prolonged bleeding from a hyperplastic proliferative en- 
dometrium. Sterility is due to failure of ovulation. Two treatments of 1.66 mg. 
estradiol benzoate were given each week during the entire cycle. 
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1. Follicle Maturation Failure: This is due to the arrest of the ovarian functions 
early in the follicular phase. The result is more or less complete cessation of all 
ovarian activity, amenorrhea, and sterility. Treatments consisted of 50 mg. 
testosterone propionate three times a week for the entire cycle. 

In all instances cited above, doses in excess of those indicated, which are the 
average minimum doses, did not influence the results. 10 references. 9 figures. 
1 table. Author's abstract. 


THE VULVA AND VAGINA 


129. Clinical and Experimental Studies of the Action of Lyophilized Culture of 
Déderlein Bacilli (Normogin). COSTANTINO DURANDO, Torino, Italy. Minerva 
gin. 6:241-216, April 30, 1954. 


Following a review of factors involved in the maintenance of the normal vaginal 
flora, and the unsatisfactory results from the use of antibiotics and sulfonamides 
in attempting to restore it in vaginitis and cervicovaginitis, the therapeutic effec- 
tiveness of Normogin, a lyophilized culture ef Déderlein’s bacilli, is evaluated on 
the basis of test tube experiments and 24 clinical cases. 

The experiments proved that Normogin not only inhibited growth of the bacilli 
responsible for symptoms but destroyed these organisms. The patients ranged 
from 21 to 44 years of age. The bedridden patients were given one ampule of the 
culture intravaginally each day: the ambulatory patients were instructed to use 
four suppositories daily for the first three days and two suppositories daily there- 
after. Treatment was continued for one to three months, when the pH returned 
to normal and all pathogenic or nonpathogenic organisms responsible for the 
symptoms were destroyed. Best results were obtained with patients having good 
ovarian function. 

In view of the satisfactory results obtained with this treatment it is concluded 
that the lyophilized culture of Déderlein’s bacillus may be considered one of the 
most successful agents available for the treatment of vaginitis and cervicovaginitis. 
Normogin was obtained from the Ditta Farmaceutica Baldacci of Pisa. 32 refer- 
ences. 6 figures. 1 table. 


THE UTERUS INCLUDING CANCER OF THE UTERUS 


130. Cystic Hyperplasia of the Senile Endometrium. UGo Nanpucct, Perugia, Italy. 
Minerva gin. 6:233-241, April 30, 1954. 


A review of the literature on cystic hyperplasia of the senile endometrium is 
followed by a histologic, clinical, and statistical study of 70 cases, including age, 
number of years since menopause, clinical diagnosis on admission, anamnestic 
data, and histologic findings based on biopsy specimens imbedded in paraffin and 
stained according to standard histologic methods. 


\n attempt was made to classify the cases according to.true glandular cystic 
hyperplasia, atrophic glandular cystic hyperplasia, and precancerous cystic hyper- 
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plasia. True glandular cystic hyperplasia was diagnosed in 23 cases, or 32.8 per 
cent. In 8 of these cases exogenous estrogens had been administered previously, 
the average age being 62.2 years. In the 15 cases that had not received such 
treatment the average age was 514.7 years. Atrophic glandular cystic hyperplasia 
was found in 34 cases, or 18.6 per cent of the series, the average age for these 
patients being 54.7 years. Precancerous cystic hyperplasia was diagnosed in 13 
cases, or 18.6 per cent of the series, and in these the average age was 56.2 years. 
The histologic study of the normal senile endometrium was described. 

It was noted that the classic picture of cystic hyperplasia was observed most 
frequently in an age period near the beginning of the menopause, and disappeared 
within a few years, whereas the atrophic type appeared to be most common at a 
later age and persisted. 1 references. 8 figures. 


lerine Blood Volume. pouGias HAYNES, Dallas, Texas. Obst. & Gynec. 
3517-522, May 1954. 


Static uterine blood volume was studied in dogs by using a modification of the 
method devised by Barcroft and Rothschild for investigating uterine blood volume 
in the rabbit. 

The method consisted of the simultaneous clamping of uterine and ovarian 
blood vessels, bloodless excision of pelvic genitalia, and colorimetric calculation 
of blood volume after extraction of the excised tissue in a heparinized saline solu- 
tion. The same method was applied to the nonpregnant and pregnant animals. 
The results indicated that the genitalia of the dog in the resting state contain 
10 ce. or less of blood, and that the genital blood volume of the pregnant dog at 
term may amount to 36 times the maximum volume in the nonpregnant animal. 
\ rough proportional relationship can be shown to exist between total fetal weight 
and uterine blood volume, but there is no demonstrable constant: relationship 
between genital blood volume on the one hand and dry myometrial weight, total 
bulk of animal, or number of individual fetuses, on the other. Only a very rough 
linear relationship exists between genital blood volume and placental tissue mass. 
Preliminary attempts to apply the method to humans are described, and data 
obtained by these means from 4 hypertensive women, in the first trimester of 
pregnancy, indicate that wide fluctuations occur in static uterine blood volume 
under these conditions. 2 references. 1 figures. 3 tables—Author’s abstract. 


132. Uterine Gas Gangrene; Review with Recent Advances in Therapy and Report of 

P} 
Three Cases. WILLIAM H. GODSICK, HENRY L. HERMANN, GORDON JONAS AND 
FRANK LESTER, New York. Obst. & Gynec. 3:108-115, April 1954. 


Since 1945, with the introduction of broad spectrum antibiotics in the treatment 
of gas gangrene of the uterus, an increasing number of cases are being reported, 
with varying results and different methods of management. For a case of gas 
gangrene to develop, the four postulates of Russel & Roach must be present: 
The organism (Welch’s bacillus) must be introduced into the uterus. 

Dead tissue must be present at the time the organism is introduced. 


l. 
2 
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3. The injured tissue must remain in the uterus for sufficient time for incubation. 


!. Damaged maternal tissue must be exposed to the bacteria. 


To make a definite diagnosis one must identify the organism from culture and 
from the characteristic crepitation that can be felt on examination, due to presence 
of gas in the endometrium and myometrium. One can also find gas in the outline 
of the uterine shadow on roentgenogram. 


Most of the present antibiotics have been used with varying success; \-ray 
therapy, surgery, supportative fluids, blood, and antitoxins have also been em- 
ployed. We feel from our limited experience with these 3 reported cases and after 
an extensive review of the literature that the place of surgery in the treatment of 
gas gangrene has not been proved, and that large doses of antitoxin and antibiotics, 
especially Aureomycin (chlortetracycline— Lederle Laboratories Division, American 
Cyanamid Company), have been employed successfully in the therapy of this 


disease. The therapeutic dose of polyvalent gas gangrene antitoxin is 4 vials given 
intravenously and repeated every two hours. It should be given very slowly and 
with proper antihistaminic measures. Our 3 cases consisted of 2 cases of fulmin- 


ating metastasis gas gangrene—one died immediately after surgery and one died 


undiagnosed — and one case of incipient physometra, which was treated successfully 
Author's abstract. 


with antitoxin and antibiotics. 


STERILITY AND FERTILITY 


133. The Effectiveness of the Cervical Cap as a Contraceplive Method. CHRistoPHER 
rreTze, Falls Church, Va., HANS LEHFELDT AND H. GEORGE LIEBMANN, New 
York. Am. J. Obst. & Gynec. 66:90 1-908, October 1953. 


The reluctance of American physicians to use the cervical cap as a contraceptive 
is primarily due to confusing this device with harmful intracervical or intrauterine 
pessaries, and to the lack of statistical material evaluating its effectiveness. The 
present study was undertaken to provide this hitherto lacking information. 


A total of 143 case histories were statistically analyzed. The duration of ex- 
posure to pregnancy while using the cap ranged in individual cases from | month 
to more than 20 years. The aggregate exposure amounted to 4,415 woman-months 
or 368 woman-years. Not less than 92.4 per cent of this total was contributed by 
the 72 patients observed for more than a full year of exposure. The number of 
unplanned pregnancies was 28, corresponding to a rate of 7.6 pregnancies per 100 
years of exposure, a rate not significantly different from that obtained by the most 
successful users of diaphragm and jelly and of condoms. A parallel series of dia- 
phragm and jelly users yielded 13.7 pregnancies per 100 years of exposure, based 
on 44 accidental conceptions in 320 woman-years. Among the 28 unplanned preg- 
nancies in users of the cap there were 6 cases apparently related to omission of the 
chemical contraceptive in the cap or other faulty technic, and 10 instances of 
admittedly irregular use or temporary interruption. The effectiveness of the 
cervical cap, under ideal conditions of use, exceeds 98 per cent. This high level of 
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protection makes the cervical cap a valuable addition to the armamentarium of the 
physician who has to advise his patients on the subject of birth control. 

The cap, manufactured in the United States, is made of lucite, a clear plastic 
material. Three sizes (large, medium, small) are usually satisfactory. The technic 
of self insertion and removal as well as insertion by the physician are described: 
indications and contraindications are discussed. 

In most instances, the cervical cap was considered preferable to the vaginal 
diaphragm for psychologic reasons, since it can be left in sifu for a number of days 
up to the full length of the intermenstruum. [tis a great comfort for many women 
to feel fully protected at all hours throughout the cycle, without the need for 
technical preparations at each occasion of intercourse. A surprisingly large num- 
ber of patients were found to be opposed to the diaphragm because the idea of 
having to insert it prior to intercourse takes away the spontaneity of the act. 

The study was encouraged by the late Dr. R. L. Dickinson, who also contributed 
the illustrations. 15 references. 2 figures. 2 tables.Author’s abstract. 


FEMALE LCROLOGY 


134. Ureleral Injury in Pelvic Surgery; Current Thought on Incidence, Pathogenesis, 
Prophylaris and Treatment. «KYRIL CONGER, CLAYTON T. BEECHAM AND 
TRUDEAU M. HORRAX, Philadelphia. Obst. & Gynec. 3:343-357, April 1954. 


( reteral injuries following pelvic surgery are more common than supposed, due 
to the natural disinclincation of surgeons to publicize these complications. Recent 
statistics, including the authors’, show an incidence of about .05 per cent. Injuries 
may be due to direct trauma, such as ligation, clamping, or cutting, or may result 
from slough due to stripping the periureteral blood supply in isolating the ureters. 
The best method of prophylaxis is the preoperative insertion of ureteral catheters, 
which makes recognition of the ureters easy, and obviates the necessity of dissect- 
ing these structures during surgery. 


The authors present 13 cases of ureteral injury observed during a five year 


period in a series of 2,290 major pelvic gynecologic operations. They present a 
method of reimplantation of the ureters into the bladder, which was used success- 
fully in 9 cases. It is urged that bilateral ureteral ligation be treated by this 
method in instances of low ligation, rather than carrying out bilateral nephro- 
stomy. The management of different types of ureteral injuries and sloughs is 
discussed. 33 references. 14 figures. 4 tables.—Author’s abstract. 
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